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GENETICS 


Here is a manual you'll want to have handy 
when parents and prospective parents ask 
about the possibility of family diseases and 
abnormalities being inherited by their chil- 
dren. This helpful work, the first in its field, 
will be of great assistance to physicians in giv- 
ing complete, accurate answers to these 
queries. 

In a concise, yet sympathetic and understand- 
ing manner the author discusses common 
hereditary disabilities, considers the likeli- 
hood of their transference and illustrates the 
discussions with actual case histories. Al- 
though the greater portion of the book ex- 
amines those traits appearing more frequently 
than one in 1000 births, the appendix lists 
almost all inherited abnormalities and their 
incidence. 
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17,000 BY ‘75 

A Texas Medical Association membership of 
17,000 by the year 1975 was envisioned dur- 
ing the recent Executive Council meeting. This 
possibility gives rise to speculation about the 
future and the necessity of careful long-range 
planning. 

There were only 4,331 members of the 
Association in 1942; now there are more than 
7,000, an increase of about 4.77 per cent per 
year. Population authorities, including the Uni- 
versity of Texas Bureau of Business Research, 
forecast a Texas population of 17,000,000 in 
1975 as against 8,900,000 in 1955. Medical 
school graduates in the United States increased 
from a total of 5,097 in 1940 to 6,851 this 
year, and medical schools now being opened 
assure still more new doctors hereafter. All of 
these suggest a definitely larger Texas Medical 
Association 20 years from now, and mathe- 
matical computations point to more than 
17,000 members by that time. 


The problems as well as the potential op- 
portunities of this mammoth organization are 
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worth consideration now, for only by orderly 
planning of its emphases and procedures can 
the Association hope to keep step with itself 
and the public it serves. 

One of the obvious areas in which advance 
planning is imperative if effective and sound 
practices are to be expected is in the operation 
of the central office. The relationship of em- 
ployed personnel to volunteer committees, the 
expansion or curtailment of certain types of 
services, modification of procedures and instal- 
lation of mechanical equipment for volume 
output, best utilization of building space—all 
of these and other factors come to mind. 

What of the basic organizational pattern? 
Will the 17,000 members exert a cohesive 
force flowing through the channels of county 
societies and state committees to reach desira- 
ble goals, or will they tend to be so many in- 
dividualists riding off in all directions? How 
can a virile, responsive membership be main- 
tained? 

Will the scientific programs sponsored at 
present be adaptable for a much larger mem- 
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bership, or should alternate plans taking note 
of limited physical facilities and the importance 
of personal contact between speaker and hearer 
be contemplated? 

Should this larger Association attempt to 
establish any type of insurance plans of its own 
(as others have done), be they professional 
liability, health and accident policies for its 
members or the public, or whatever? 

What are the relationships of this larger 
number of doctors likely to be with respect to 
hospitals, paramedical groups, and government, 
and what steps are indicated thereby? 

Just as the scientists must project their think- 
ing against a world full of space satellites, so 
do physicians in the Texas Medical Association 
today need to anticipate what will make their 
organization have meaning, stability, and force 
against the changed background of 1975. This 
forward look also should have a salutary effect 
on present activities as day-to-day efforts are 
geared to long-range achievement. 


COMMITTEES MARSHAL FORCES 


It is a healthy sign when more than a score 
of committees with members residing through- 
out an area as large as the state of Texas con- 
vene on a busy week-end to discuss the prob- 
lems of medicine and lay plans for settling 
them. Twenty-two committees of the Texas 
Medical Association took advantage of the fall 
Executive Council meeting in Austin on Sep- 
tember 11 to hold working sessions in con- 
junction. In addition, a sizable turnout of 
county medical society and auxiliary represen- 
tatives participated in the public relations con- 
ference held the afternoon of September 10, 
making the week-end a full and profitable one. 


As has been pointed out repeatedly, an or- 
ganization such as the Texas Medical Associa- 
tion is dependent in large measure for its ef- 
fectiveness on the work of its committees. Most 
committees cannot function adequately without 
opportunities for the members to sit down to- 





gether and in the give and take of conversation 
map out appropriate activities and procedures to 
accomplish the objectives expected. Sometimes, 
however, procrastination or legitimate conflicts 
delay such discussions until time runs out and 
little or nothing has been achieved. 


Increasingly, it appears, committees of the 
Texas Medical Association are recognizing the 
value of making preliminary plans during the 
summer months and of joining together at the 
fall Executive Council meeting to marshal en- 
thusiasm and determination for major efforts 
in succeeding months. The Executive Council 
meeting in January affords another opportunity 
for getting together and taking stock of the 
progress being made before winding up the 
year and reporting to the House of Delegates 
in the spring. 

Although committees can, and in many in- 
stances should, meet independently, there are 
inspiration, good fellowship, and often sound 
supplementary advice available at such times 
as the recent week-end in Austin. 


PATIENT-CENTERED INDUSTRY 


It may be old hat to point out that hospitals, 
even though one of the biggest industries in 
the country, cannot be operated on the same 
basis as manufacturing industries, yet two arti- 
cles in the current Hospitals, the journal of the 
American Hospital Association, remind their 
readers of this difference, a difference which 
not only hospital administrators but medical 
staff members might do well to keep in mind. 

In the business world, John D. Staley* 
points out, “the effectiveness of the adminis- 
tration is judged . . . on the basis of the finan- 
cial audit. Many decisions in the hospital are 
distinctly contrary to sound financial judgment 
because patient care outweighs financial sagac- 
ity and economics of operations.” Although 
hospitals are learning much from industrial 


management consultants about improving 





*Transplanting Industrial Programming to Hospitals. 
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methods, employee relations, and the like, 
patient care cannot be mechanized. 

Furthermore, subordination of the profit 
motive in the hospital field necessitates differ- 
ent attitudes and approaches by the hospital 
administrator than would be appropriate in his 
industrial counterpart, Keith Taylort warns. 

Perhaps the moral of these two essayists can 
be applied to the clinic or the individual physi- 
cian’s office as well as to the hospital. Those 
who dispense medical care can learn a great 
deal from their business associates to increase 
the efficiency and financial soundness of their 
work, but service to the patient must ever be 
the primary consideration. 


+Comparative Analysis of Hospital and Industrial Executives. 


CURRENT 


EDITORIAL COMMENT 


MATERNAL MORTALITY 
STUDY BEGINS 


After approximately one and a half years of 
planning and preparation, the Committee on 
Maternal Mortality of the Texas Medical Asso- 
ciation has started its extensive study. July, 
1955, marked the turning point in the Com- 
mittee’s work. It was during this month that 
the Bureau of Vital Statistics, Texas State De- 
partment of Health, supplied the Committee 
with copies of death certificates for the first six 
months of 1955. Hereafter the Bureau prom- 
ises reports on a monthly basis which will cut 
down the long delay in sending questionnaires 
to the physicians of the state. 

It is hoped by many physicians that this 
Committee, which was established at the State 
Association meeting in San Antonio in 1954, 
is here to stay. The purpose of the Committee 





The Committee on Maternal Mortality wishes to call attention to 
the article by Dr. Frank R. Lock of Winston-Salem, N. C., "Prob- 
lems Involved in Lowering Maternal Mortality,” published in the 
original articles section of this JOURNAL. 

This department of the JOURNAL presents editorial comments on cur- 
rent items pertaining to the science, art, and practice of medicine, con- 
tributed by members of the Texas Medical Association and scientists 
closely associated with the medical profession of Texas. Invitation is 
hereby extended to any member of the Texas Medical Association to 
submit such discussions for this department. The discussions should 
not be more than 500 words in length. 
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is to study all maternal deaths in order to de- 
termine the facts behind each death and by 
combining these facts to make recommenda- 
tions periodically on a statewide basis as to how 
best maternal deaths can be decreased. In no 
way is this Committee to be considered a board 
to investigate physicians; it is a board to study 
deaths. All information is filed by number, 
and the names are destroyed after the reports 
are completed. The Committee hopes to give 
periodic reports of an educational value back 
to physicians in the state through the medium 
of the TEXAS STATE JOURNAL OF MEDICINE. 
It is also planned that the information obtained 
will be used by the three medical schools in 
their teaching of obstetrics. 


The Committee is made up of one member 
from each of the three medical schools in the 
state; one member representing the Texas As- 
sociation of Obstetricians and Gynecologists; 
one from the Texas Academy of General Prac- 
tice; a representative of the Division: of Ma- 
ternal and Child Welfare, State Department 
of Health; and three “members-at-large.” The 
membership includes Dr. E. K. Blewett, Aus- 
tin; Dr. D. M. Gready, Houston; Dr. C. P. 
Hawkins, Fort Worth; Dr. Garth L. Jarvis, 
Galveston; Dr. W. H. Jondahl, Harlingen; and 
Dr. R. E. Moon, San Angelo. Three members 
are yet to be named. 


The returns from the first group of ques- 
tionnaires indicate excellent cooperation from 
everyone concerned. It is hoped this spirit will 
increase as the studies of the Committee con- 
tinue to grow. If at any time a physician has 
questions concerning the Committee, any mem- 
ber will be happy to furnish the information 
desired. The Committee wishes to extend 
thanks to everyone who is helping by furnish- 
ing information on maternal deaths. 


GARTH L. JARVIS, M. D., Chairman, 
Committee on Maternal Mortality, 
Galveston, Texas. 


Department of Obstetrics and Gynecology, University of 
Texas Medical Branch. 
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50 Years Ago 


(Excerpts from the September, 1905, JOURNAL.) 


The Llano-Mason County Medical Society was reported as 
adopting the following fees: town visits, $2; country visits, 
$1 per mile; night calls, 50 per cent extra, except obstetrics; 
obstetrics, $15 and upward; fractured arm, $10 and up- 
ward; vaccination, $1. 

Dr. A. L. Hathcock of Palestine, in the closing discus- 
sion of his paper on typhoid fever, admonished: “Never 
give a drug without having an object to be accomplished 
by it clearly in mind. If it does not accomplish the object 
for which it is given, discontinue it. Otherwise we drug 
the patient with no definite purpose and are very likely to 
get the harmful effect of the drug on the digestion or other 
function. Just like shooting through your front door be- 
cause you hear a noise. You may kill a robber or you may 
shoot a friend.” 


A reprint from Success filled the final column of edi- 
torials: “When asked to write a short composition on some 
interesting experience, Johnny, after much labor handed 
his teacher the following: Twins is a baby, only it’s double. 
It usually arrives about 4:37 in the morning, when a fellow 
is getting in his best licks sleepin’. Twins is accompanied 
by excitement and a doctor. When twins do ennything 
wrong their mother can’t tell which one to lick, so she 
gives it to both of ’em so as to make sure. We've got twins 
to our house, and I'd swap ’em enny day for a billy goat 
or mos’ ennything.” 


Dr. J. E. Gilcreest of Gainesville, recording advances in 
gynecology, pointed out that “Russel has described a unique 
method of preventing gauze pads from being lost in the 
abdomen during an operation. .. . A weight of two scruples 
is fastened to the corner of each pad by a linen cord some 
seven inches long, and when the pads are introduced the 
weights hang down on either side of the abdomen.” 

The prevalence of mosquitoes as disease carriers was 
noted by an article describing and picturing various types 
of mosquitoes by Dr. I. C. Chase of Fort Worth, and else- 
where the JOURNAL offered: “Those desiring assistance in 
the classification of their local mosquito fauna may send 
specimens in a small paper box, packed between layers of 
cotton, by mail to the Journal office. . . . Classification will 
be made free of charge. . . .” 

The closing paragraphs of the transactions of the 1905 


RED FEATHER CONTRIBUTIONS 


The United Community Campaigns will soon begin its 
drive for funds, and the Red Feather, symbol of the organi- 
zation, frequently will be seen. 

This organization combines in one campaign the solicita- 
tion of funds for some 21,000 services in the field of vol- 
untary health, recreation, and family welfare. The budgets 
for united campaigns are arrived at after careful study not 
only by the benefiting agencies but also by volunteer civic 
leaders familiar with community needs and resources. 

Experience has shown that federated fund raising saves 
millions of dollars in campaign costs while raising more 
money. It has been pointed out that the united campaigns 
not only assure fair distribution, but planning of services 
eliminates duplication and guarantees the most effective use 
of contributed funds. The united way is said to free the 
public from the annoyance of separate, repeated, and com- 


annual session report the election of the State Medical Asso- 
ciation of Texas orator, Dr. Milus H. Moody of Greenville, 
and his response: “The gentlemen who have just preceded 
me have stated that they were not speechmakers. I want to 
assure you that I am, because the committee has said so. 
... | am sure you will not consider it my duty to allow 
my voice to soar above the firmament, nor my gestures to 
dislocate the clouds, neither will you expect me to delve 
into the bowels of mother earth and return covered with 
Beaumont oil... .” 


A report of the American Medical Association meeting 
in Portland, Ore., recorded that 1,714 were in attendance 
and that the “only discomforts mentioned were somewhat 
inadequate transportation and hotel facilities.” It was indi- 
cated that the Portland meeting would be remembered as 
“emphasizing three important movements: (1) The estab- 
lishment of the Council on Pharmacy and Chemistry, (2) 
the authorization of a National Directory and (3) the per- 
manent organization of the Council on Medical Education.” 


Mention was made that the Ohio State Medical Journal 
had published its first issue in July, the same month the 
Texas JOURNAL began. 


Steps were under way for the Oklahoma State Medical 
Association and the Indian Territory Medical Association to 
unite because “It seems certain that Oklahoma and Indian 
Territory will ultimately be admitted to the Union of States 
as one State.” 


Sir William Osler’s farewell address to the medical pro- 
fession of the United States was reprinted from the Journal 
of the American Medical Association. Osler called attention 
to “the Litany in which we pray that to the nations may 
be given ‘unity, peace, and concord.’ . . . As with the nations 
at large, so with the nation in particular, as with people so 
with individuals, and as with our profession so with its 
members, this fine old prayer for unity, peace and concord, 
if in our hearts as well as on our lips, may help us to 
realize its aspirations.” 


petitive campaigns, and to protect against “charity rackets.” 

It is thought that the United Community Campaigns pro- 
vides an opportunity for persons to give systematically and 
intelligently to an all around program of charitable services. 


CANCER FELLOWSHIPS AVAILABLE 


Eight cancer research fellowships for use in medical 
schools or hospitals with teaching programs have been an- 
nounced by the Texas Division of the American Cancer 
Society. Each fellowship is for $3,600. 

Applications for these fellowships in cancer research may 
be obtained by writing to the Texas Division, American 
Cancer Society, 1609 Colorado Street, Austin 1. 

Complete details regarding the fellowship as well as the 


deadline for filing applications will be released at a later 
date. 
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ORIGINAL ARTICLES 


PROBLEMS 


INVOLVED IN LOWERING 


MATERNAL MORTALITY 


FRANK R. LOCK, M. D., Winston-Salem, North Carolina 


Tue maternal death rate in the 
southern states has been higher than the national 
average since the registration of births was begun. 
It has improved rapidly, however, and many of the 
individual southern states have made serious efforts 
to improve maternal care within their boundaries. 
Although some of the states have been content to 
accept the programs sponsored by public health agen- 
cies, in many of them active maternal health pro- 
grams also have been initiated under the auspices of 
state and county medical societies. Great success in 
lowering maternal mortality has been achieved in 
those states which have formed, under the auspices 
of the medical profession, maternal welfare commit- 
tees to study their individual problems. 


Such a committee was established by the Medical 
Society of the State of North Carolina in December, 
1945. At that time North Carolina was among the 
eight states in the nation with the highest maternal 
death rates. The object of the committee was to 
establish a program which might reduce the num- 
ber of deaths associated with pregnancy. Extensive 
investigation into the activities of similar committees 
in other states led to the logical conclusion that the 
specific factors responsible for maternal deaths must 
be determined. The committee recommended to the 
Medical Society of the State of North Carolina that 
a maternal mortality survey designed to provide a 
thorough study of each case resulting in the death 
of a mother should be carried out. The program was 
approved at the annual meeting of the society in 
May, 1946, and the study was begun on August 1, 
1946. 


METHOD OF STUDY 

Each maternal death reported to the Bureau of 
Vital Statistics of the North Carolina State Board of 
Health was in turn reported to the Maternal Wel- 
fare Committee. The committee sent out a ques- 
tionnaire to the physician who signed the death cer- 
tificate, with a request that he record as many of the 
circumstances as were known to him concerning the 
case. The factors responsible for the death were then 
evaluated by the committee. In studying the ma- 
ternal deaths, the committee made a scrupulous ef- 
fort to avoid criticism of any individual, and it was 
made plain that in the investigations and group dis- 
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cussions the physicians involved would remain anon- 
ymous and information would be given on a volun- 
tary basis. The purpose of the meetings of the com- 
mittee was to restudy the problems presented by 
each case, with the hope of finding the key to the 
subsequent successful management of similar cases. 


In the early part of ‘the survey, the committee ob- 
tained poor cooperation from some physicians who 
misunderstood its purpose and concept. Within a 
short time, however, the constructive attitude of the 
committee in relation to the problems occurring reg- 
ularly throughout the state aroused interest in the 
problem of maternal welfare, not only among physi- 
cians practicing obstetrics but also among physicians 
in other branches of medicine. Any physician who 
saw the patient during her pregnancy was asked to 
contribute any information which might be of help 
in the appraisal of a given case. 


Dr. FRANK R. LOCK, Profes- 
sor of Obstetrics and Gynecology, 
Bowman Gray School of Medi- 
cine, was one of the special speak- 
ers at the 1955 Annual Session 
of the Texas Medical Association 
in Fort Worth. This paper was 
presented before the Section on 
Public Health, April 26. 


It was soon learned that the vast majority of the 
maternal deaths were preventable and that one or 
more of three major factors contributed to every 
death. First, ignorance or neglect upon the part of 
the patient or her family often resulted in failure 
to seek medical advice before a desperate complica- 
tion had developed or failure to follow medical ad- 
vice after it was given. Second, North Carolina being 
predominantly a rural state, the lack of adequate 
facilities for the management of major obstetric com- 
plications presented a major problem in many areas. 
The third factor consisted of errors in diagnosis or 
management on the part of the attending physician 
or midwife. 

When the analysis of a case was completed, it was 
sent to all physicians who had been concerned in the 
management of the case. The analysis included a 
clinical summary of the case and, where possible, 
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MATERNAL MORTALIT Y—Lock—continued 


constructive suggestions regarding its management. 
The committee made clear its recognition of the fact 
that the members were studying the case with the 
benefit of hindsight and a complete record of all the 
complications which developed to guide them in 
suggesting possible changes in the plan of manage- 
ment which might have led to a better result. 

At the present time more than 1,600 records have 
been reviewed by the committee. With rare excep- 
tions, complete information has been submitted vol- 
untarily by the physicians who attended the patient. 
This remarkable record is a real tribute to the physi- 
cians of North Carolina, who have spent countless 
hours in accumulating and recording this material. 


CAUSES OF DEATH 
In 844 of the first 1,000 maternal deaths studied 
in North Carolina (table 1), death resulted from 
obstetric complications or from medical conditions 


TABLE 1.—Causes of Maternal Deaths in the First 1,000 Cases 
Studied by the North Carolina Maternal Welfare 
Committee, 1946-1951. 











Cause No. Patients 
Toxemia ..... Soa tre eet retaiaindss 264 
RTE ee yee :4 259 
Embolism ........ id 74 
PN 22 6 fo og. 5 a. a rie Lang 73 
Cardiac complications ............... 46 
PONE 6k os ah Poratotedeiade Papas 25 
CRS 4.6 k00ay eat sary s%s pi sits 103 
Total obstetric deaths . FAs dean vevin.ldth a, Sle ka 844 
Total nonobstetric deaths Bias le 8 sa setae 112 
Insufficient data for analysis...................05- 44 
1,000 





which were adversely affected by pregnancy. These 
are Classified as obstetric deaths. The death of a 
pregnant woman from homicide or trauma sustained 
in an automobile accident bears no relation to her 
pregnancy, and there were 112 deaths of this type 
which were classified as nonobstetric. Obviously, 
these deaths, though unrelated to pregnancy, have a 
decided influence on the maternal mortality figures. 
In 44 cases, the information which could be obtained 
was insufficient for analysis of the cause of death. 
In the majority of these cases no physician was in 
attendance, and often the patients were in remote 
areas and died without medical attention. The ten- 
dency of many coroners to sign a death certificate 
without factual information concerning the case is 
deplored by our committee. 

Infection—The advances made in the treatment 
of infection within the past ten years have dramat- 
ically decreased the incidence of obstetric deaths 
from this cause. Of the 73 deaths in which infec- 
tion played a major role, the vast majority were due 
to pneumonia, tuberculosis, and other infections not 
directly related to the patient's pregnancy. Deaths 





from puerperal infection were associated with abor- 
tion in 50 per cent of the cases, and we suspected 
criminal interruption of pregnancy in most of these. 
Such patients, in their attempts at concealment of 
the abortion, commonly failed to obtain medical at- 
tention until it was too late. 

Cardiac Complications and Anesthesia—lt is sig- 
nificant that cardiac disease and anesthesia now rank 
fifth and sixth respectively as causes of maternal 
deaths. This fact is evidence of the enormous re- 
duction in deaths from other causes. The death of 
25 women from anesthetic complications shows that 
medical advances are sometimes mixed blessings. 

Obstetric Hemorrhage.—Obstetric hemorrhage has 
been a major problem in every area. It has moved 
close to first place among the causes of maternal 
deaths as improvement in the mortality rate asso- 
ciated with toxemia of pregnancy has been attained. 
Studies of the problem of hemorrhage have shown 
invariably that failure to replace blood by transfusion 
in adequate amounts is responsible for most of the 
deaths associated with bleeding complications. 

At the time the Maternal Welfare Committee be- 
gan its studies, only two blood banks were in opera- 
tion in North Carolina. Soon the committee realized 
the importance of having blood available for all ob- 
stetric patients. A study of the problem was made 
and a method evolved for the simplified operation 
of a blood bank by small hospitals. A brochure on 
the subject was prepared and distributed to every 
hospital in the state, showing the importance of 
establishing proper facilities for blood transfusion. 
By 1952 more than 50 blood banks were in opera- 
tion in North Carolina, and a program had been 
worked out whereby a patient in any section of the 
state could receive blood on short notice. This pro- 
gram represents one of the tangible results which 


TABLE 2.—Immediate Cause of Death in 200 Consecutive Maternal 
Deaths from Toxemia of Pregnancy in North Carolina, 
from August, 1946, to December, 1948. 
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MATERNAL MORTALIT Y¥Y —Lock—continued 


can be obtained by the work of an active maternal 
welfare committee. 


Toxemia of Pregnancy.—The diverse complica- 
tions which may result directly in death from tox- 
emia of pregnancy are indicated by an analysis of 
200 deaths from this cause (table 2). Obstetrics is 
an inevitable part of the practice of most physicians, 
and it is estimated that each general practitioner 
conducts about 50 deliveries a year or approximately 
2,000 during his medical experience. It is true that 
he soon will gain experience in the management of 
most of the common obstetric complications, but it 
is entirely possible that he never will acquire first- 
hand knowledge concerning the management of the 
less common complications, such as some of those 
associated with toxemia of pregnancy. The benefit 
of disseminating knowledge concerning the possible 
complications in severe toxemia of pregnancy does 
not need emphasis. 


Prenatal Care.—The importance of proper pre- 
natal supervision is graphically illustrated in table 3. 
Actually, less than 2 per cent of those patients in 
whom fatal obstetric complications developed had 


TABLE 3.—Relation of Maternal Deaths to Poverty and 
Inadequate Prenatal Care. 











No. Inadequate 
Primary Cause of Death Cases Prenatal Care Indigent 
IE go oa . 264 230 150 
Hemorrhage ; 259 209 167 
a ee 74 47 40 
Infection stare nh a 73 63 26 
Cardiac complication .......... 46 35 29 
Anesthesia Ree irs Akegiadeis - 25 14 11 
Other obstetric factors . 103 79 48 
Nonobstetric factors 112 73 61 
Insufficient information ..... 44 ‘ios 
Total 


.- 1,000: 





received ideal prenatal care. The importance of pre- 
natal care in relation to various complications varies 
considerably, and its principal value lies in the pre- 
vention of toxemia of pregnancy. However, it is 


Houston Doctor Reports on New Bronchodilator 


Dr. Hollis G. Boren, Houston, reported on the clinical 
tests of a new bronchodilator at the annual meeting of the 
National Tuberculosis Association and the American Tru- 
deau Society in Milwaukee. He said the drug .was effective 
orally in improving ventilation in various respiratory con- 
ditions and was apparently free from significant side effects 
often associated with other bronchodilators. 

“Striking improvement” was demonstrated in some cases 
even though the patients had previously failed to respond 
to a full therapeutic program, Dr. Boren reported. The 
drug, known as JB-251, was synthesized by Lakeside Lab- 
oratories, Inc., is N-(2-(3,4 methylenedioxyphenylisopropy] ) 
norepinephrine hydrochloride. 

Dr. Boren is assistant chief of the tuberculosis service at 
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clear from these records that other problems also 
occur more frequently in patients who have not been 
satisfactorily supervised during their pregnancies. 


The economic status of the patient is also an im- 
portant factor in the frequency and severity of ob- 
stetric complications. Indigent patients are apt to 
defer obtaining medical care as long as possible, un- 
less some provision has been made to simplify the 
process whereby they receive medical attention.’ In 
North Carolina, public health clinics in every area 
provide good medical care for indigent patients. 
Hospitalization can be arranged without great dif- 
ficulty or inconvenience to the patient. However, 
ignorance and poverty are often associated, and in- 
tensive efforts on the part of private physicians, 
public health officers, and public health nurses have 
been necessary to prevail upon this group to take 
advantage of the facilities and services which are 
offered. We have been gratified with the marked 
improvement in this problem which has taken place 
during the period in which the Maternal Welfare 
Committee has functioned, although we appreciate 
the effect of the widespread educational program 
sponsored through numerous other agencies. 


SUMMARY 


The opportunity for lowering maternal mortality 
almost to the vanishing point is great, since the vast 
majority of maternal deaths are preventable. One 
or more of three major factors have been found to 
be responsible for all preventable maternal deaths: 
(1) ignorance or neglect upon the part of the pa- 
tient or her family, (2) lack of facilities, and (3) 
errors in diagnosis and management by the attendant. 


A maternal mortality survey designed to provide a 
thorough study of each maternal death results in 
factual information which facilitates the initiation of 
corrective practices. The major effect is to stimulate 
interest in the problems of maternal mortality upon 
the part of all physicians and health agencies in the 
area of the survey. 





the Veterans Administration Hospital, and is an instructor 
in medicine at the Baylor University College of Medicine. 


VITAMIN C IN IRON-DEFICIENCY ANEMIA 


More food iron can be absorbed if relatively large 
amounts of citrus juices are taken at the same time, it has 
been found in studies conducted on the nutritional factors 
in iron-deficiency anemia at Washington University School 
of Medicine. Ascorbic acid usually increases the assimilation 
of food iron even more in iron-deficient than in normal 
subjects, states Dr. Carl V. Moore, who conducted the 
studies. He reported his findings in The American Journal 
of Clinical Nutrition for January-February. Adding 1 Gm. 
of ascorbic acid to the bread eaten by 6 healthy subjects in- 
creased the absorption of iron two to three times. 
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r. G. BLOCKER, IR., 


ALTHOUGH shock may be defined 
as a Clinical syndrome produced by progressive circu- 
latory imbalance, it is nevertheless due to total body 
response to injury or noxious stimuli. As such, it is 
contingent upon the degree, extent, and persistence 
of damage and also upon external and internal en- 
vironmental factors. Shock is easier to recognize than 
to describe and easier to describe than to understand. 
The fundamental mechanisms are still incompletely 
understood and are the subject of a great deal of 
academic controversy, particularly with regard to 
nervous, endocrine, and humoral influences, on the 
basis of conflicting experimental evidence. 


In general, there are three groups of precipitating 
factors: 


1. Primary circulatory pathology: acute cardiac and 
pericardial crises; pulmonary embolism, massive pul- 
monary edema, and pneumothorax; central nervous 
system damage; and fat embolism. 

2. Biological agents: infection; bacterial, chemical, 
and other toxins. 

3. Conditions accompanied by blood or plasma de- 
pletion: extrinsic trauma (hemorrhage, wounds, burns, 
freezing, exposure, radiation); intrinsic trauma (sur- 


SHOCK PATTERN (WIGGERS) 


DECREASED CIRCULATING VOLUME 
(OLIGEMIC SHOCK FROM (NORMOVOLEMIC SHOCK FROM 
DECREASED TOTAL VOLUME) PRIMARY VASCULAR FAILURE ) 


DECREASED VENOUS RETURN AND CARDIAC OUTPUT 


! 


PERIPHERAL VASCULAR FAILURE 


| 


PROGRESSIVE DECREASE IN VENOUS RETURN 
AND CARDIAC OUTPUT 


ACCELERATED BY | 
MYOCARDIAL ———® CIRCULATORY FAILUR' 
DEPRESSION . 


DEATH 
DUE TO IRREVERSIBLE CIRCULATORY DETERIORATION: 
ULTIMATE CAUSES IN DISPUTE 


Fic. 1. 





gery, intestinal obstruction, perforated viscus, perito- 
nitis); and dehydration and electrolyte disturbances 





From the Department of Surgery (Plastic and Maxillofacial Sur- 
gery), The University of Texas Medical Branch. 

Presented as part of a symposium on trauma for the Section on 
General Practice, Texas Medical Association Annual Session, Fort 
Worth, April 26, 1955. 


PHYSIOLOGY AND TREATMENT OF SHOCK 


M. D., Galveston, Texas 





Theories of the mechanism of shock. 





(vomiting, diarrhea, external drainage, diabetes, re- 
distribution as a part of the stress response, adrenal 
cortex insufficiency, and so forth). 

Ordinary syncope, whether reflex, psychic, or pos- 
tural, is usually considered a temporary vasovagal 
functional reaction due either to vagal slowing of the 
heart or dilatation of blood vessels in skeletal mus- 
cles and is not properly designated as a type of shock. 
Spinal shock, if not immediately fatal, shows spon- 
taneous regressive changes and is not included in the 
above classification. True shock requires prompt re- 
suscitative measures for prevention of irreversible 
changes. 


The most characteristic findings in clinical shock 
are as follows: 


1. Apathy, reduced sensibility, and motor weak- 


ness (yet the patient may be extremely anxious and 
restless ) . 


2. Pallor and sweating (yet the skin may be dry 
and warm). 

3. Rapid pulse of low volume (yet bradycardia 
may be encountered in patients with brain damage). 

4. Subnormal temperature (yet fever may occur 
from dehydration, external heat, and infection). 





SHOCK PATTERN 


OLD THEORY 





REDUCED 

BLOOD 

sh VOLUME 

INCREASED REDUCED 
PLASMA TISSUE 
Loss FLOW 
INCREASED 
CAPILLARY ANOXEMIA 
PERMEABILITY 


GENERALIZED uh 
has TISSUE 
ANOXIA 


DEATH DUE ULTIMATELY TO ANOXIA 





5. Shallow depressed respiration (yet hyperpnea 
and dyspnea may be present). 


6. Low blood pressure (but occasionally high or 
normal initially). 


It is important to take into account the complica- 
tions produced by the various types of injury and 
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SHOCK—Blocker—continued 


to consider the severity of shock in the light of pro- 
gression of symptoms. Extremely poor prognosis is 
associated with increased lowering of blood pressure, 
decrease in the urinary output, and failure to respond 
to therapeutic measures. 


A new theory of the mechanism of shock has been 
accepted recently from the group at Western Reserve 
University headed by Wiggers. It replaces the con- 
cept that reduction in blood volume produces de- 
creased delivery of oxygen to the tissues, generalized 
increase in capillary permeability from anoxic dam- 


PRECIPITATING FACTORS IN SHOCK 


|. PRIMARY CIRCULATORY PATHOLOGY 
(EMBOLISM, CARDIAC, AND PULMONARY CRISES) 


2. BIOLOGICAL AGENTS 
CINFECTION AND TOXINS) 


3. CONDITIONS ACCOMPANIED BY PLASMA OR BLOOD DELPLETION 
CEXTRINSIC AND INTRINSIC TRAUMA; 


DEHYDRATION AND ELECTROLYTE DISTURBANCES ) 


FIG. 2. Precipitating factors in shock. 


age, and loss of plasma from the minute vessels to 
reduce further the circulating blood volume. Un- 
doubtedly increased capillary permeability does occur 
in localized areas of injury, but experimental evidence 
is lacking that such damage occurs in uninjured parts 
of the body. Wiggers’ interpretation is that a reduc- 
tion in circulating volume results in decreased venous 
return, decline in cardiac output, and default of the 
peripheral vascular circulation due to (1) loss of 
vasomotion in the viscera with stagnation and pool- 
ing, (2) portal stasis from increased hepatic and 
splenic resistance, and (3) marked reduction in renal 
flow due to persistence of renal constriction, which 
occurs along with constriction of skin vessels as a 
compensatory mechanism in the initial and reversible 
stages of shock. In the final phase of circulatory 
collapse there occurs in many instances depression of 
the myocardium with failure to transfer the proper 
quota of available venous blood to the arterial system. 


Reduction in the effective circulating blood vol- 
ume is most commonly oligemic in type.as a result 
of hemorrhage; external loss of plasma or of body 
fluids; serous effusions; and edema formation due to 
disturbances in water and electrolyte balance and loss 
of plasma from the blood stream as a result of in- 
creased osmolarity of the interstitial fluids. Normo- 
volemic shock is believed to follow the same pattern, 
with reduction in circulating volume due to primary 
instead of subsequent peripheral vascular failure. 
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Reduction in blood volume, whether actual or rela- 
tive, leads to a decrease in the venous return, which 
produces fall in the pressure of the right atrium and 
central veins. The ventricles adjust with a small 
systolic discharge and a more rapid heart beat. There 
follows then a compensatory stage in which the body 
attempts to increase the circulating blood volume and 
improve the venous return by vasoconstriction of 
surface and renal vessels, by increasing the rate+ and 
depth of respiration, and perhaps, as in experimental 
animals, by contraction of the spleen to provide an 
autotransfusion. If these compensatory maneuvers are 
not sufficient or are interfered with by anesthesia or 
if the initial stress is not relieved, cardiac filling and 
output drop, arterial pressure falls in spite of vaso- 
constriction, and so-called stagnant anoxia occurs in 
selected tissues, particularly the liver and kidney. 
Widespread metabolic derangements occur, but in 
spite of these changes it is possible in this impending 
stage of shock for the circulation to be stabilized tem- 
porarily at a low blood pressure level by means of 
additional compensatory measures brought about by 
humoral agents and from sympathetic nervous sys- 
tem stimulation, which produce secondary accelera- 
tion of the heart beat. As time elapses, and with per- 
petuating and contributing factors from burns, pro- 
longed hemorrhage, fluid losses, neurogenic and tox- 
emic factors, and so forth, a critical oligemic stage is 
reached with ultimate circulatory collapse. 

In the final clinical syndrome the ultimate causes 
of irreversibility are yet to be determined. Consid- 
erable experimental work is in progress with regard 
to the effects of vasodepressor substances from the 
liver, pituitary and adrenal hormones, toxic degrada- 
tion products from extensive tissue damage, accumu- 
lation of metabolites as a result of anoxic changes, 


bacterial invasion from the gastrointestinal tract, and 
so forth. 


STAGES OF SHOCK 


PRECIPITATING FACTORS ————> INITIAL STAGE OF CIRCULATORY 
IMBALANCE 


COMPENSATORY STAGE 


CONTRIBUTING AND 
PERPE TUATING FACTORS PROGRESSIVE IMPENDING STAGE 


IRREVERSIBILITY 


Fic, 3. 


Diagrammatic representation of shock by stages. 
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SHOCK—Blocker—continued 


TREATMENT 


In the treatment of shock no formula can be writ- 
ten for the management of fluid therapy. The most 
important clinical guides are rise in blood pressure 
above the critical level of 100 mm. of mercury sys- 
tolic; decrease in the rate of the pulse to at least 120 
per minute and increase in volume; increase in the 
urinary output to 30 cc. or more per hour; improve- 
ment in the mental and muscular status; and return 
of the skin to normal color, temperature, and turgor. 

Resuscitation in wound shock should begin with 
appropriate first-aid measures to stop hemorrhage, 
splint fractures, provide an adequate airway, close 
sucking wounds, conserve body warmth, and admin- 
ister intravenous sedation for pain in conscious pa- 
tients. For restoration of the circulating blood vol- 
ume whole blood is superior to other replacement 
fluids, but the wound must be treated at the same 
time as the shock, if possible, and at times (for ex- 
ample in internal hemorrhage), surgery itself is a 
resuscitative measure. 

Experiences in World War II and in Korea have 
shown that mild shock results from 15 to 20 per cent 
blood loss and severe shock from rather rapid loss 
of about 25 per cent of the blood volume; with 40 
per cent blood loss profound shock ensues, but even 
here hypotension can be reversed with massive trans- 
fusion therapy, using two or three portals (or intra- 
arterial therapy) and large needles, provided that 
hemorrhage can be controlled and the central nervous 
system is intact. It was reported by the forty-sixth 
MASH Research Unit in Korea, for example, that 
many lives were saved by “heroic” transfusions, ad- 
ministering from 5 to 56 pints of blood in 24 hours. 
On the battlefield and in other emergencies low 
titer O blood may be given without crossmatching. 
If the initial blood pressure reading is below 80 mm. 
systolic, at least 3 to 5 pints of blood generally will 
be required; in the case of massive hemorrhage which 
cannot be controlled externally, sufficient blood 
should be given to keep the blood pressure between 
80 and 100 mm. systolic prior to surgery unless there 
is evidence that hypertension was present before in- 
jury. First priority for treatment should be given 
to exsanguinating injuries, shock due to hemorrhage 
or burns, abdominal injuries with perforation, and 
thoracic and head injuries. 

Although plasma, serum albumin, and plasma vol- 
ume expanders do not have the space-occupying prop- 
erties of whole blood by reason of the shape and size 
of the red cells, they must be depended upon for 
emergency, supplementary, and at: times substitute 
colloid therapy, particularly in military and disaster 
situations. The particular disadvantages of plasma 
are that it carries the risk of acute hepatitis; it must 
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Fic. 4. Factors in the four stages of shock. 


be mixed before use; and the water used to dissolve 
it freezes in very cold weather. Dextran and poly- 
vinylpyrrolidone (P.V.P.) have shown promising re- 
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S$SHOCK—Blocker—continued 


sults in shock therapy over a period of several hours 
or longer. Like plasma, however, they are subject 
to freezing. P.V.P. is deposited in the liver and other 
viscera and is probably not completely safe for pro- 
longed and repeated use. While Dextran is slowly 
metabolized, it has a tendency to increase peripheral 
edema, and recent work has shown also that it may 
increase bleeding time. Serum albumin has the great 
advantage of being put up in small enough contain- 
ers (100 cc.) to be carried under the clothing in the 
field and so kept in satisfactory condition in cold 
weather; it has proved its therapeutic worth but is 
entirely too expensive for general use. Following 
hemorrhagic and severe burn shock patients treated 
initially with plasma and plasma volume expanders 
will require later whole blood transfusions. 

Saline and glucose solutions are not practical for 
replacement of colloid solutions, but they may be 
used in shock to sustain the circulation temporarily 
for a short period of time and are helpful in pre- 
venting collapse of surface veins pending the avail- 
ability of other fluids. Under ideal conditions they 
are used as a complement to colloid therapy—glucose 
in water to provide for urinary and insensible water 
excretion, especially when oral intake is limited, and 
isotonic saline in patients with dehydration and ac- 
tual or relative sodium deficit (for example, with 
severe burns, diabetic acidosis, vomiting, diarrhea). 
Where the carbon dioxide combining power is at 
low levels, we at the University of Texas Medical 
Branch employ also Ringer's-lactate solution but 
believe that intravenous sodium bicarbonate should 
not be administered as a routine measure. Intra- 
venous therapy tends to be overdone; it carries with 
it the danger of peripheral overhydration, pulmonary 
and cardiac embarrassment, and overloading of the 
kidney in acute renal insufficiency. 

We have found the use of oral hypotonic saline so- 
lutions of great value as a substitute for intravenous 
fluid and electrolyte therapy to complement colloid 
treatment in patients with moderate burn shock who 
are not vomiting or in marked acidosis and to prevent 
the syndrome of water intoxication. It has been rec- 


ASCORBIC ACID AND LEUKEMIA 

Patients with leukemia and neoplastic conditions of the 
blood-forming organs showed much lower concentrations of 
ascorbic acid than healthy, normal persons in studies reported 
by Drs. A. L. Waldo and R. E. Zipf in Cancer for January- 
February. Most leukemic patients treated with ACTH or 
cortisone quickly showed zero readings for vitamin C and, 
upon discontinuance of hormone therapy, were months in 
returning even to the previous low level of ascorbic acid. 
In other diseases in which ACTH was used, such as collagen 
conditions, the pre-treatment level was reached again in 14 
to 16 days after cessation of therapy. 
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ommended by civil defense authorities in mild wound 
shock for patients who are not scheduled for early 
surgery and who do not have abdominal injuries. 

Although oxygen is not of value for improving 
tissue anoxia during the impending stage of shock, 
after considerable circulatory deterioration has oc- 
curred, nevertheless it is considered to be an im- 
portant adjunct to therapy during the early stages of 
treatment and particularly in anesthetic shock.. The 
use of norepinephrine (Levophed), which produces 
general peripheral vasoconstriction, lately has increased 
in surgical circles as an additional measure in the 
treatment of shock. It is usually given following lack 
of response to a considerable amount of blood, and 
in some instances is felt to be of value in raising 
the blood pressure and increasing urinary output. It 
has not as yet been completely assessed as a thera- 
peutic agent. 

Cortisone in large doses occasionally has been em- 
ployed with good effect during the early stages of 
profound shock, but it is not recommended for gen- 
eral use except in patients who prior to surgery have 
developed adrenal insufficiency as a result of corti- 
sone or ACTH therapy. Here, in order to prevent 
severe and perhaps fatal shock following even minor 
surgery, cortisone medication must be continued on 
the day of operation and for several days following, 
as Seybold recently has emphasized in a paper before 
the Texas Surgical Society. ACTH is not indicated 
during the shock period. 


CONCLUSION 


To conclude, we have much to learn still with re- 
gard to the basic physiology of shock and the sup- 
portive care of patients in shock. There is no sub- 
stitute, however, for practical experience, and we 
have learned from army experience in the recent 
Korean campaign that many cases could be saved from 
irreversible shock by a refusal to accept the diagnosis 
clinically and by courage and ingenuity in treatment. 
We are still faced with the problem of disaster plan- 
ning, which we are trying to solve, step by step, in 
a realistic manner, taking into account priorities for 
treatment and availability of medical supplies and 
personnel. 


Gamma Globulin Aids Shingles Patients 


Five of 6 patients treated with gamma globulin were re- 
lieved of painful symptoms of shingles, a Florida physician 
has reported. Dr. I. Irving Weintraub, Gainesville, reported 
the cases in the April 30 issue of the Journal of the Amer- 
ican Medical Association. Dr. Weintraub said that 4 of the 
6 patients were relieved of pain within the first 24 hours 
of treatment, and 1 patient, whose skin eruptions had been 
present for seven days before treatment, was relieved of pain 
in 48 hours. Only 1 patient, with nerve involvement, did 
not respond to treatment with gamma globulin. 
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A GREAT part of my discussion will 
be concerned with wounds occurring about the face; 
however, a wound in any part of the body should be 
treated with the same thought and meticulous care. 
Any wound and more especially one about the face 
may require a great deal more time and effort for its 
proper care than sometimes is felt necessary. The 
doctor who initially cares for the wound has a better 
opportunity to produce the most satisfactory result 
that is obtainable because the subsequent scar tissue, 
both superficial and deep, may make a later repair 
much more difficult and the result much less gratify- 
ing. A scar deformity of a conspicuous nature about 
the face to many people is a real catastrophe and may 
result in a lasting mental fixation. 

As usual in the treatment of any patient, an ade- 
quate history and examination is paramount. In ex- 
tensive injury about the face and neck, the first 
thought of necessity is the maintenance of an ade- 
quate airway. The aid of moderate suction and atten- 
tion to posture in most cases of injury will obviate 
the necessity of a tracheotomy. A well trained anes- 
thetist is often invaluable in this phase. 


Second, attention must be directed to the control 
of hemorrhage and the treatment of shock. The ex- 
amination should also be concerned with the discov- 
ery of any associated injury that may be present. In 
some cases a delay of considerable time may be neces- 
sary before any definitive care may be instituted. 


When the patient’s condition warrants, the physi- 
cian’s thoughts mext turn to the treatment of the 
wound itself. The field should be prepared by a thor- 
ough, gentle cleansing with soap or a detergent and 
water. The scalp should be shaved, if necessary, but 
never the eyebrow. The wound should then be irri- 
gated with a copious amount of sterile normal saline 
solution without force. Forceful irrigation should not 
be done as it may result in dissection of the tissue 
and deeper implantation of debris and bacteria. At 
this time the wound should be examined carefully for 
foreign bodies, fractures, and nerve and duct injury. 


Many wounds are of the irregular and contused 
type in which the edges of the wound are somewhat 
devitalized. A careful debridement of a conservative 
nature should be done whenever possible. The elimi- 
nation of devitalized tissue produces much better 
healing and lessens scar formation. In some areas 
about the face this debridement must be minimal, 
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- especially about the eyelids, nasal tip, and philtrum 
of the upper lip. Necrosis of damaged skin edges 
will result in more scar. 


I would like to stress the anatomic restoration of 
tissues. This is of extreme importance because even 
later repair may be difficult if the tissues are not 
restored as nearly as possible to their normal anatomic 
relationship. This is sometimes all that can be done 
as the patient’s condition may be such that detailed 
repair is not possible. 


SPECIAL CONSIDERATIONS 


Wounds in the parotid area entail special consid- 
eration as in this region the facial nerve, parotid 
gland, and the parotid duct may be injured. Lacera- 
tions of the facial nerve in its main trunk should be 
recognized and carefully repaired with fine 6-0 silk or 
even 6-0 catgut sutures. Injury to the main branches 
of the facial nerve is more difficult to ascertain but 
should be repaired if the ends of the nerve can be 
located. A disruption of the finer terminal branches 
of the facial nerve usually cannot be approximated, 
but the damage in this area is usually minimized by 
the overlap of nerve supply. Injury to the parotid 
gland itself should be corrected by a tight closure of 
the capsule of the gland and overlying tissues in lay- 
ers and the application of a pressure bandage. Aspira- 
tion of the gland may be necessary, but good healing 
will usually occur. Injuries in the parotid duct may 
be treated by several methods. If the duct is cut at 
its toughest part over the masseter muscle, primary 
repair with two fine sutures often will produce a 
good result. Injuries to the more distal portion of 
the duct probably will be better treated by making 
a new stoma using the proximal end or by complete 
ligation of the duct which is followed by atrophy of 
the gland. 


A few words about the technique of suturing: In 
my experience I do not believe that the type of suture 
material used seems to make any great difference as 
long as one employs the finest suturing material that 
is compatible with closure of the wound. In deeper 
wounds a closure in layers is necessary for anatomic 
restoration and to prevent dead space which is con- 
ducive to collection of serum. Interrupted approxi- 
mation of the deeper layers of the skin or dermis 
using fine absorbable or nonabsorbable suture mate- 
rial eliminates tension of the skin sutures. These 
sutures should be carefully placed with knots tied to- 
ward the depths of the wound. If these sutures are 
properly used, in many cases the number of skin 
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sutures required for exact approximation of the skin 
edges will be greatly reduced. All sutures, wherever 
used, should never be tied tightly, and if there is any 
visible evidence of constriction by a suture, it should 
be removed and replaced. The type of closure used 
for the abdomen should never be employed for the 
approximation of the skin edges of the face. The large 
mattress sutures in the skin are unnecessary, and any 
running suture cannot hope to produce exact approx- 
imation of the edges. Occasionally an interrupted 
mattress suture may be used if not tied tightly if the 
skin edges tend to invert. If only very fine material 
is used correctly, the sutures may be left in place for 
about four days without danger of causing any suture 
marks. The mattress type suture, however, should 
be removed at the end of twenty-four hours as it 
tends to decrease blood supply. The use of some type 
of support after sutures are removed for a period of 
two weeks is beneficial. 

There are some types of wounds which I feel war- 
rant mention at this time. Injuries which present 
tattooing of the skin surface by some foreign body 
particles require careful attention. All of these par- 
ticles should be removed, if possible, using a fine 
pointed knife and thorough scrubbing with a gauze 
sponge. In most cases a large portion of the tattooing 
can be removed in this manner. Avulsion of tissues 
should be converted into a closed wound at the pri- 
mary repair by skin grafting, unless the wounds are 
so contaminated that this is deemed inadvisable. In 
avulsions of a penetrating type, the mucous mem- 
brane should be carefully sutured to the skin wherever 
possible to produce closure and primary healing. 
Lacerations which are perpendicular in the eyelids, 
across the nasolabial juncture, and perpendicular in 
the lower lip require special treatment. This type of 


American College of Physicians Offers Fellowships 


The American College of Physicians has announced that 
a limited number of fellowships in medicine will be avail- 
able from July 1, 1956, to June 30, 1957. These fellow- 
ships are designed to provide an opportunity for research 
training either in the basic medical sciences or in the appli- 
cation of these sciences to clinical investigation. They are 
for the benefit of physicians who are in the early stages of 
their preparation for a teaching and investigative career in 
internal medicine. The amount will be, from $3,300 to 
$5,000. Full information may be obtained by writing to 
the American College of Physicians, 4200 Pine Street, Phil- 
adelphia 4. October 1, 1955, is the deadline for submitting 
applications. 


COMPETITIONS IN UROLOGY AND DERMATOLOGY 

The: American Urological Association will offer an an- 
nual award of $1,000 for essays on the result of some 
clinical or laboratory research in urology. Full information 


SEPTEMBER 1955 


625 


wound should be closed by a z-plasty transposition of 
flaps to prevent contracture and production of ana- 
tomic deformity. I believe every surgeon should be- 
come well versed in the use of the simple z-plasty as 
it is of invaluable aid on many occasions. 


Dressing of the wound may be of considerable im- 
portance, and initial use of firm pressure dressing for 
24 to 48 hours greatly enhances blood supply and 
prevents hemorrhage and serum collection ,in the 
depths of the wound. The average simple laceration 
may need no further dressing after 24 to 48 hours 
other than the support that has been previously men- 
tioned. All sutured wounds should be kept very 
clean, and no crusting should be allowed to form 
as this always tends to foster scar production. On 
abraded wounds the use of a fine mesh gauze, im- 
pregnated or not, may be of considerable benefit. 
The use of tetanus prophylaxis and antibiotics, I am 
sure, is general practice. 

I would like to say only a few words regarding 
fractures about the face as an emphasis to the im- 
portance of anatomic restoration of tissues. If one 
visualizes a fracture in the depth of a wound, every 
effort should be made at that time to restore the 


bones to as near the proper anatomic position as 
possible. 


In the postoperative care of a severe injury about 
the face, the usual attention that is given to every 
seriously injured patient such as maintenance of blood 
volume, nutrition, and careful oral hygiene should be 
observed. 


Careful attention to the few principles that have 
been presented here will aid materially in producing 
a satisfactory result and thereby eliminate the neces- 
sity for extensive repair at a later date. 


Nix Professional Building. 


may be obtained by writing the executive secretary, Wil- 
liam P. Didusch, 1120 North Charles Street, Baltimore, Md. 
The deadline for entries is December 1, 1955. 

The American Dermatological Association is offering a 
series of prizes for the best essays submitted for original 
work, not previously published, relative to some funda- 
mental aspect of dermatology or syphilology. Essays must 
be submitted before November 15, 1955. Further informa- 
tion about the contest may be obtained from Dr. J. Lamar 
Callaway, Secretary, American Dermatological Association, 
Duke Hospital, Durham, N. C. 


Tyler Hospital X-Ray Course Approved 


The Medical Center Hospital school for x-ray technicians, 
Tyler, has been approved by the Council on Medical Edu- 
cation of the American Medical Association. The program 
will be under the supervision of Dr. Joseph Selman, chief 
of the radiological service of the hospital. 
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In THE management of the patient 
with an acute chest injury the physician must never 
lose sight of the fact that the central feature of such 
an injury is a disturbance of the respiratory mechan- 
ism. The basic requisites for normal gaseous exchange 
in the lungs are (1) rhythmic muscular action, (2) a 
semirigid, expansile chest cage, (3) an unobstructed 
airway, and (4) expansion of one, if not both lungs. 
In all severe chest injuries, one or more of these con- 
ditions are in some degree altered, leading to more or 
less serious impairment of respiratory function. Al- 
though the disturbance may be slight initially, it may 
progress rapidly if proper measures are not under- 
taken. On the other hand, it may be severe from the 
beginning. It is apparent, therefore, that provision 
of an adequate respiratory exchange must take prece- 
dence over all other treatment with the exception of 
control of massive hemorrhage. Otherwise, the out- 
come may be fatal. 


CLASSIFICATION 


In general, there are two types of chest injuries: 
open and closed. Open injuries are relatively uncom- 
mon in civil practice. With respect to the pathologic 
changes, physiologic derangements, and management 
during the acute stage, they are similar to closed in- 
juries, the only difference being the necessity for 
closure of the defect in the chest wall. 


A crushing blow to the chest, such as might be 
sustained in an automobile accident or a fall, may 
produce an isolated injury to a major organ within 
the chest without impairing the integrity of the 
thoracic cage. Since lesions of this type are rare, 
however, they will not be included in the present dis- 
cussion; rather, it will be devoted to multiple rib 
fractures, with or without injury to the intrathoracic 
structures. 


Simple fractures of one or two ribs usually present 
little difficulty. On the contrary, fractures of three 
or more ribs are commonly accompanied by a severe 
respiratory disturbance. In some cases, not only are 
several ribs fractured, but each rib is broken in two 
or more places, or the sternum is detached from the 
costal cartilage on both sides. This type of injury 
will produce a flail chest, “stove-in” or crushed chest, 
and consequent paradoxical motion of the chest wall 
during respiration. In addition, other injuries are 
often associated; thus, it is worthy of emphasis that 
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the patient with a severe chest injury should be ex- 
amined for evidence of fractures elsewhere, as well 


as for injuries of the head, the abdomen, and other 
regions. 


COMPLICATIONS 


Intrathoracic complications may be expected in 
two-thirds of all multiple rib fractures.6 These com- 
plications may be classified as follows: (1) the pres- 
ence of blood, fluid, or air in the pleural space; (2) 
the so-called “wet lung”; and (3) subcutaneous em- 
physema (fig. 1). The last may be a prominent fea- 
ture, though rarely does it demand specific treatment. 


Subcutaneous 
emphysenia 
Pneumothorax 



















Blood in trachea 


FIG. 1. Common complications of multiple rib fractures: (1) 
pneumothorax, (2) hemothorax, (3) subcutaneous emphysema, (4) 
laceration of the lung, (5) blood, fluid, or mucus in the tracheo- 
bronchial tree. (After Carter, B. N., and Giuseffi, J.: Use of Trache- 
otomy in Treatment of Crushing Injuries of Chest, Surg., Gynec. & 
Obst. 96:55-64 [Jan.}] 1953). 


In a closed chest injury, if air continues to escape 
into the pleural space and accumulates under pressure, 
tension pneumothorax may develop rapidly, demand- 
ing urgent treatment. Massive hemothorax seldom 
interferes sufficiently with respiration to constitute a 
serious immediate danger. 


The so-called “wet lung” is a more common compli- 
cation than hemothorax or pneumothorax and more 
often presents a serious immediate threat to the pa- 
tient’s life. The term is a clinical one, indicating the 
persistence of mucus, blood, serum, or fluid in the 
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ACUTE CHEST INJURIES—Seybold—continued 


pulmonary tree. It has been found that in all wounds 
of the chest the lung tissue reacts to produce more 
than the normal amount of interstitial and intra- 
alveolar fluid, the quantity depending upon the type 
and severity of the injury.” * The forces responsible 
for this accumulation of fluid are (1) pulmonary 
trauma, (2) increased respiratory effort, (3) tracheal 
obstruction, and (4) anoxia.® It is therefore obvious 
that the patient who has suffered a chest injury is 
the victim of a cycle which is not only self-perpetuat- 
ing, but one in which the pathologic changes become 
progressively worse and, unless interrupted by active 
therapy, may well lead to anoxia and death. An un- 
derstanding of this syndrome, its mechanism and clin- 
ical recognition, has been the basis of important ad- 
vances during the past ten years in the management 
of patients with thoracic injuries. 

In all multiple rib fractures conditions exist in 
more or less degree which tend to prevent removal 
of an adequate quantity of this pulmonary fluid. 
The most successful means of clearing the tracheo- 
bronchial tree is an effective cough, and the factor 
most likely to inhibit an effective cough is pain. 
Pain is the common denominator of all cases of wet 
lung. Being aggravated by movement of the chest 
wall, pain interferes with normal ventilation and 
makes impossible a cough of sufficient force to raise 
secretions. The problem of adequate ventilation and 
an effective cough is even more serious in the pa- 
tient with a flail chest. 


In addition to pain, two other factors inhibit 
coughing by the patient with a chest injury. One of 
these is dyspnea itself, whether it is due to bronchial 
obstruction, a flail chest, or collapse of a lung. An- 
other is narcotics, which, when given in large doses, 
suppress the cough reflex. 


RECOGNITION AND EVALUATION 


In the recognition and evaluation of chest injuries, 
roentgenograms are essential. Further, they should be 
repeated at intervals as a guide to the progress of the 
patient and in order that intrathoracic complications, 
should they develop, may be detected early. 


Clinically, the “wet lung” is characterized by a 
hacking, ineffective cough, dyspnea, and bronchial 
rales. Even though the patient may report that he 
is bringing up large amounts of sputtim, it is readily 
apparent to the observer that he is not clearing the 
tracheobronchial tree. Respiration is usually short, 
rapid, and noisy and, when the patient is conscious, 
is associated with considerable pain and apprehen- 
sion. Sweating, tachycardia, and cyanosis are often a 
part of the syndrome. In the presence of a flaccid or 
“stove-in” chest, paradoxical movement of the chest 
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wall in the area of the injury is obvious on inspection, 
and bony crepitus is usually elicited on palpation. 

In the early stages of the “wet lung,” only minimal 
changes are visible in the roentgenogram; in fact, 
respiratory obstruction may be fairly well advanced 
before any abnormality is demonstrated. 


MANAGEMENT 


Open or sucking wounds of the chest must be 
closed as soon as possible, and an unobstructed air- 
way must be assured. Otherwise, the treatment is 
similar to that of closed wounds. 


The first need of a patient in respiratory distress 
incident to a chest injury is not the administration of 
oxygen, but the relief of tracheobronchial obstruc- 
tion or, less often, of a tension pneumothorax. If the 
respiratory embarrassment is severe at the time the 
patient is first observed, immediate bronchoscopy or, 
in some cases, tracheostomy is indicated for the aspi- 
ration of secretions and relief of obstruction. Such 
measures may be life-saving. If the situation is less 
urgent, simple procedures which encourage an ef- 
fective cough may serve to clear the air passages. 
These procedures consist of manual support to the 
patient’s chest wall during coughing effort, aspira- 
tion of the trachea with a catheter, and the adminis- 
tration of narcotics in doses sufficient for relief of 
pain yet too small to suppress the respiratory mechan- 
ism. Demerol (meperidine hydrochloride), being a 
bronchial dilator, is more suitable for control of pain 
than morphine and its derivatives, which produce 
bronchial spasm. Should the pain persist despite this 
treatment, posterior intercostal nerve block with 1 
per cent procaine may be employed and, if necessary, 
may be repeated after a few hours. 


A collapsed lung must be reexpanded promptly 
and rapidly by removal of all blood, fluid, and air 
from the pleural space. This may be accomplished 
either by aspiration through a needle or by catheter 
drainage. One need have no fear of too rapid re- 
moval of either fluid or air. 


For patients who have paradoxical motion of the 
chest wall with severe respiratory embarrassment in- 
cident to multiple fractures of several ribs, some type 
of mechanical stabilization of the chest wall may be 
indicated. Skeletal fixation is rarely necessary except 
in the presence of bilateral injuries. Extensive ad- 
hesive strapping and the application of circular bind- 
ers are to be avoided; they not only contribute little 
to the stability of the chest wall, but, of more im- 
portance, they interfere with effective ventilation. 
Paradoxical motion of pronounced degree may be 
largely corrected by tracheostomy. In lessening the 
resistance to the airflow and permitting frequent com- 
plete evacuations of secretions from the bronchial 
tree, this procedure not only reduces paradoxical mo- 
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ACUTE CHEST INJURIES—Seybold—continued 


tion, but also materially simplifies the care of these 
patients.) 4 

As in the management of any patient who suffers 
a severe injury, shock, if associated, must be prompt- 
ly overcome by transfusions of whole blood. If this 
should not be immediately available, plasma expand- 
ers and plasma should be given. 


SUMMARY 


The central feature of acute chest injuries is the 
resulting disturbance of the respiratory mechanism. 
An injury to the chest may cause serious respiratory 
disturbance without severely damaging the lungs. 

Intrathoracic complications may be expected in 
two-thirds of all cases of multiple rib fractures. The 
most common complication is the “wet lung,” which 
is a Clinical term signifying the persistence of mucus, 
blood, serum, or fluid in the tracheobronchial tree. 
The chief factor in the development of wet lung is 
the production of abnormal amounts of interstitial 
and bronchial fluid under the stimulation of the 
trauma. Pain, dyspnea, and excessive narcotization 
contribute to the condition by inhibiting the cough 
reflex and thus preventing removal of the fluid by 
an effective cough. Pneumothorax and hemothorax 
are also common and often serious complications of 
chest injuries. 

Roentgenograms are essential to the recognition 
and proper evaluation of chest injuries. They should 
be repeated at intervals as a guide to the patient's 
progress. In the early stages of wet lung, the roentgen 
changes are minimal; in fact, the roentgenogram may 


Desprrr the numerous articles and 
courses dealing with first aid at the scene of the acci- 
dent, this phase of fracture treatment is sadly neg- 
lected. “Splint ‘em where they lie” is given mere lip 
service in actual accident care. Application of a 
Thomas splint is a lost art even among supposedly 
trained ambulance attendants. Few people will take 
time to apply board splints, pillow splints, or similar 
temporary first aid measures. The accent is on speed 
of transmission to the hospital rather than proper care 
of the injury. I have often heard the words, “We 
didn’t splint because we could get to the hospital so 
quickly.” There is really no excuse for failure to im- 
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reveal no evidence of abnormality even in the pres- 
ence of considerable respiratory obstruction. 

Open or sucking wounds must be closed as quickly 
as possible and a continuously unobstructed airway 
must be assured. In some cases, immediate bron- 
choscopy or tracheostomy may be imperative for the 
relief of obstruction of the air passages. If the situa- 
tion is not urgent, simple measures to encourage an 
effective cough may suffice to clear the tracheo- 
bronchial tree. A collapsed lung must be expanded 
promptly. One need have no fear of too rapid re- 
moval of fluid or air from the pleural space. Skeletal 
fixation is seldom necessary for the control of para- 
doxical motion of the chest wall. A tracheostomy 
may be effective in such circumstances. Pain usually 
can be controlled by the judicious use of Demerol 
(meperidine hydrochloride) or intercostal nerve block. 
Provision for an adequate respiratory exchange is the 
fundamental objective in the management of every 
patient with a chest injury. 
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mobilize a fracture properly. It permits ease in han- 
dling for transportation, emergency room care, roent- 
genograms, and movement throughout the hospital. 

It is, of course, difficult for physicians to control 
first aid facilities outside the hospital. Our own weak- 
est link in the case of a fracture is the emergency 
room. Unsplinted fractures remain so. Many others 
are not recognized because of inadequate examina- 
tions. Patients drift deeper into shock while inex- 
perienced personnel suture minor lacerations. Nar- 
cotics for relief of pain are omitted in the presence 
of simple head lacerations, contusions, or abrasions 
without even a shred of evidence of intracranial in- 
jury. There is a profound lack of knowledge as re- 
gards serious complications of fractures. A physician 
experienced in trauma knows that an intra-abdominal 
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FIRST AID FOR FRACTURES —Hinchey —continued 


or bladder injury associated with a fractured pelvis 
requires immediate definitive care. Similarly, any 
intrathoracic injury is more urgent than rib fractures. 
However, the usual aim seems to be to get the in- 
jured person out of the emergency room as quickly 
as possible. 

Such haste can only be harmful. Emergency room 
care should include complete and thorough examina- 
tion of the injured person, adequate care of shock, 
relief of pain, splinting of fractures, evaluation of 
possible other injuries, and dressing of wounds. A 
careful summary of the details of examination and 
care should be made in writing. 


Adequate roentgenograms are essential; if possible, 
the physician should be present and supervise while 
they are being made. Patients are often moved from 
emergency room table to stretcher, to x-ray table, to 
stretcher, to operating table or hospital bed. Most 
roentgenograms can be made with the patient on the 
stretcher and thus eliminate such moves. Many tech- 
nicians twist and turn patients to get pictures be- 
cause it is more troublesome for them to move a 
heavy x-ray tube. Injured persons should not be sub- 
jected to these measures. Extensive skull and rib 
roentgenograms require numerous and awkward po- 
sitions; they are often ordered but rarely indicated 
early. Roentgenograms at times are made on the 
smallest possible film to conserve a few pennies; 


associated fractures and dislocations may be missed 
in this fashion. 


DEFINITIVE CARE 


There are many general principles of fracture man- 
agement which are worth reviewing. There are simi- 
larly many pitfalls due to ignorance or haste. The 
physician who first treats a fracture has a golden op- 
portunity which is frequently never again afforded 
in its care. 

Early accurate reduction and immobilization are 
ideals of treatment of any fracture. Pain and swelling 
are then at a minimum and ordinarily will diminish 
further under such therapy. The complaint of too 
much swelling is rarely a satisfactory excuse. When 
it is excessive, swelling should receive definitive care 
such as traction and elevation rather than simple 
waiting. For example, Dunlop's adhesive’ traction for 
supracondylar humeral fractures will not only relieve 
swelling early, but may also reduce the fracture. 

General anesthesia is far superior to local anes- 
thesia. Curare-like drugs are proven adjuncts when 
additional relaxation is required. If general anesthesia 
is contraindicated or dangerous, brachial block— 
which is too frequently forgotten—provides excellent 
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upper extremity anesthesia as does spinal block for 
the lower extremities. 

Another adage which is too frequently ignored is 
“immobilize the joint above and the joint below.” 
Physicians frequently are tempted to use a forearm 
cast for a Colles fracture and a short leg cast for an 
ankle fracture. Loss of position under such circum- 
stances occurs more commonly than we like to admit. 
However, all joints of the extremity which are not 
immobilized should be actively exercised from the 


time of reduction of the fracture until the final result 
is obtained. 


Unusual positions are at times required in order 
to maintain fracture reductions. Examples are the 
palmar flexion used in some Colles fractures and the 
inversion of the foot for reduction of most bimalleo- 
lar ankle fractures. These positions must be corrected 
within three weeks at most if one is to avoid pro- 
longed or permanent deformity and stiffness. 


Skin traction is an excellent temporary means of 
therapy for extremity fractures. It provides relief of 
pain, swelling, and deformity while awaiting general 
improvement of the patient or definitive care of the 
fracture. It does not preclude any other form of 
therapy. Moleskin is superior to other forms of ad- 
hesive. Bony prominences should be padded. The 
amount of traction should not exceed 6 to 8. pounds 
on the upper extremity or 10 to 12 pounds on the 
lower extremity. Such skin traction is rarely suf- 
ficient for permanent traction in adults. 


Skeletal traction is an approved standard procedure 
for handling any fracture of an extremity. It is the 
treatment of choice when there is doubt regarding 
the type of definitive therapy. Common sites in the 
lower extremity are the supracondylar area of the 
femur, the tibia posterior to its tubercle, and the mid- 
dle of the os calcis. It is rarely used in the upper 
extremity except through the proximal ulna in line 
with the humerus. The wire should be inserted in 
the: coronal plane, perpendicular to the long axis of 
the extremity. It is well established that the smaller 
the wire used, the less chance of infection or similar 
complication. If one contemplates the possibility of 
later surgery on a fracture, the skeletal traction wire 
should not be placed through the involved bone. It 
may be inserted through a bone distal to it. The like- 
lihood of infection following open reduction is ma- 
terially increased by a traction wire present in the 
involved bone for even a short time prior to the 
surgery. 

Skeletal traction requires minute attention to de- 
tails. It must be kept carefully regulated at all times. 
The wire must not be permitted to slip back and 
forth through the bone and soft tissues. The traction 
must be sufficient to reduce the fracture and yet not 
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distract it. Distraction is a great danger and one of 
the most frequent causes of nonunion. Less weight 
is required to maintain fracture reduction than to ob- 
tain it. Another common error in the use of skeletal 
traction is frequent disturbance of it with resultant 
motion at the fracture site. Early tender granulations 
and callus may be broken up irreparably by rough or 
careless handling of traction even though reduction 
of the fracture was satisfactory. Skeletal traction must 
be maintained until fracture healing has progressed 
enough that simple cast immobilization will main- 
tain the reduction. This is rarely less than three to 
four weeks in adults. The traction may be continued 
for a longer period. 


OPEN REDUCTION 


Open reduction of fractures has become increas- 
ingly popular in recent years. Many factors are re- 
sponsible. These include refinements in technique 


FIG. la. Fracture of the neck of the femur held in anatomic posi- 
tion by a Thomas splint. 


b and c. Roentgenograms of fracture-dislocation of the spine. This 


with better results, a wider margin of safety pro- 
vided by the antibiotics, and the reduction in hos- 
pital time and expense. It quickly provides anatomic 
reduction and eliminates the meticulous care required 
by skeletal traction. There are fractures in which it 
should not be considered and in which it is actually 
contraindicated. The procedure is not without its 
dangers and catastrophes. 

Infection must be guarded against even in the 
present antibiotic age. Rigid asepsis is still the watch- 
word. Familiarity with proper surgical approaches 
is another important requirement. The adherent scar 
resulting from an incision directly over the antero- 


medial surface of the tibia is inexcusable. Further in- 


sult is added when a plate and screws are applied 
to this surface. 


Improper technique is responsible for many fail- 
ures in open reduction of fractures. Too often the 
method or material is blamed when the surgeon is 
at fault. Fixation should be adequate. Choice of 
metal and appliance is important. Each method has 
its own rigid requirements for success. For instance, 
plates should be long enough—5 to 6 inches for the 
femur and 4 to 5 for the tibia—and the number of 
screws should be sufficient—eight for the femur and 
six for the tibia. All screws should penetrate both 
cortices. Intramedullary pins should be large and 
strong enough that bowing or breaking will not oc- 
cur; they should extend well beyond the fracture. 
The strongest and most adequate type of fixation is 
used as a rule, though this does not mean that the 
fracture site should look like a hardware display. 
The appliance should not be depended upon entirely 


patient was removed from a truck and transported more than 100 
miles by a careful and trained ambulance attendant. He had no 
neurologic involvement. 


with rare exception—it must be recognized as a tem- 
porary internal splint holding fragments within the 
limits of its own tensile strength. 


FRACTURES IN CHILDREN 


Fractures in children are an entity unto themselves. 
One known maxim is worthy of emphasis: open re- 
duction is rarely indicated. Treatment is almost en- 
tirely confined to closed reduction and. adhesive trac- 
tion. The growth potential of the child permits wider 
latitude of position of fracture fragments. Alignment 
is important although mild angulation is of no conse- 
quence and subsequently disappears. This is particu- 
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FIRST AID FOR FRACTURES —Hinchey— continued 


larly true in fractures near the ends of bones and in 
fractures in younger children. Rotatory deformity 
must be corrected. Shortening up to one-half inch 
or more can easily be made up with growth. End to 
end contact is unnecessary. 


Epiphyseal injuries constitute an exception and 
must be accurately reduced. Recognition of normal 
epiphyses as distinguished from fractures is essential. 
In case of doubt, the opposite extremity offers an 
excellent norm. A few injuries, such as subluxation 
of the head of the radius, cannot be determined by 
roentgen-ray. The story of a jerk of the arm and the 
findings of tenderness over the radial head plus re- 
sistance to flexion of the elbow are diagnostic. Quick 
flexion and supination will effect a reduction. 

Greenstick fractures must be broken through and 
realigned to prevent recurrence of the deformity. I 
have never seen one displace when this was done. 
Permanent stiffness following a fracture in a child 
is practically unknown. Forced remobilization of 
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Fic. 2. Dunlop’s traction for control of swelling in the elbow 
and arm. 


joints is not only unnecessary, but is contraindicated. 
Complete return of motion may require several 
months, but will occur if the child is encouraged to 
carry out his own active motions. 

Other complications in children are infrequent, 
but a few bear mention. Nonunion of the fracture 
is extremely rare. Nerve injury is seldom seen. Vas- 
cular trauma is more often noted and ‘may require 
immediate care. Volkmann's ischemic contracture is 
a well-known bugaboo to be kept constantly in mind; 
Dunlop’s traction has already been mentioned and is 
frequently used if vascular distress is present or im- 
pending. Early recognition and therapy of this entity 
is much more important than anatomic reduction of 
the fracture. It may be a complication of forearm 
fractures as well as elbow fractures. It is occasionally 
present in the lower extremity. 
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COMPOUND FRACTURES 

Those who fail to immobilize fractures in first-aid 
situations similarly fail to dress compound wounds. 
In emergency rooms the hysterical use of powdered 
antibiotic so disguises a wound that no one can later 
appraise its cleanliness. A dry sterile dressing which 
adequately covers the wound constitutes the best pos- 
sible temporary therapy. It can be used as a compress 
if bleeding is excessive and is far less dangerous than 
a tourniquet. Proper prophylaxis against tetanus and 


gas gangrene should be instituted in the emergency 
room. 


During the recent wars the principles of adequate 
lavage, debridement, and open packing of compound 
wounds was again stressed; surgeons knew neither 
the previous care of the wound nor the ultimate desti- 
nation of the patient. In civilian life, proper judg- 
ment provides more leeway in the care of these frac- 
tures. Many compound wounds are relatively clean. 
In these instances, a competent physician may lavage, 
cleanse, and debride until the wound is surgically 
clean; he may then proceed with definitive care of 
the fracture even including internal fixation and pri- 
mary closure of the wound. The advantages are earlier 
healing and ambulation, elimination of later recon- 
structive surgery, and avoidance of many complica- 
tions. Decision in such cases requires the utmost in 
judgment as infection means catastrophe. Antibiotics 
provide a longer time interval before definitive care 
as well as a greater margin of safety. There is, how- 
ever, no substitute for adequate lavage, cleansing, and 
debridement. I shall repeat that the wound must be 
as clean as a fresh surgical wound before definitive 
care of the fracture may be undertaken. 


SUMMARY 


The general principles of first aid and fracture 
management have been outlined. There is a great 
deal of room for improvement in most phases of this 
care. Proper initial handling of fractures will always 
result in the saving of time, expense, and disability. 
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MANAGEMENT OF ACUTE HEAD INJURIES 


IRA J. JACKSON, M.D., M.Sc., F.A.C.S., Galveston, Texas 


In THIS super highway age, auto- 
mobile accidents with their high mortality and mor- 
bidity’ rate have become common and have brought 
the management of acute head injuries under the 
surveillance of the family doctor, whereas previously 
head injuries were predominantly a military surgeon’s 
problem. In this discussion I shall enumerate the 
types of head injury and their management that can 
be adequately handled by the general practitioner 
and also those types of acute head injuries which re- 
quire specialty care by the neurological surgeon. | 
shall stress those aspects of management which can 
be done safely and adequately in the smaller com- 
munity. 

Acute head injuries are generally divided into the 
opened and closed type of injury, but for practical 
purposes we must add the conscious and unconscious 
state. With these four categories in mind, life-saving 
procedures take precedence. 


THE AIRWAY 


The maintenance of an adequate airway in the 
care of an unconscious patient takes precedence over 
any other immediate treatment. It is my belief that 
more patients, or at least as many patients, die of 
an obstructed airway as of actual brain damage in the 
early acute stage of a head injury. Such patients may 
have increased intracranial pressure immediately fol- 
lowing their injury and then, as a result of a partial 
obstruction to their airway, have difficulty in respira- 
tions. With rapid, difficult respirations, the intra- 
cranial pressure becomes more elevated, and soon 
there is central depression of the respiratory center. 
This situation oftentimes becomes irreversible and 
the patient dies. Therefore, an adequate airway may 
well help, indirectly, in keeping the brain swelling 
from becoming more exaggerated. 

These patients immediately should be turned on 
their side, or if it is necessary to keep them on their 
back for some reason or another, an oral airway should 
be put in their mouth to keep the tongue from fall- 
ing backwards and obstructing their respiratory ex- 
change. These patients generally vomit and have con- 
siderable accumulation of saliva, mucus, and blood 
in their posterior pharynx; therefore, a suction ap- 
paratus should be available and used frequently. If 
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there is a bloody discharge from the nose, it is best 
to assume for the time being that the patient has a 
spinal fluid leak and carry out suction through the 
mouth. It is important that the suction catheter be 
passed into the posterior pharynx and trachea and 
not merely into the mouth. 

If the coma is deep and the injury obviously severe, 
the physician should consider a tracheotomy within 
the next six to eight hours. He should not wait for 
the patient to have a respiratory obstruction and 
cyanosis before carrying out a tracheotomy. A trache- 
otomy is a benign, innocuous procedure and should 
be done if there is any question in the attending 
physician’s mind that the patient is having difficulty 
in his respiration because of an obstruction. With a 
tracheotomy having been done, it is much simpler 
to carry out suction. One then can get a member of 
the patient's family to help in caring for him. I be- 
lieve that with early tracheotomies more patients 
with head injuries will be saved than with any other 
single thing that can be done for them. 


Postural drainage to help the patient eliminate his 
secretion is not indicated because this merely in- 
creases his cerebral edema. Oxygen should be admin- 
istered, preferably with a face mask with a mixture 
of about 95 per cent oxygen and 5 per cent carbon 
dioxide. However, the use of an oxygen tent is un- 


necessarily laborious in being able to turn the patient 
and use suction. 


SHOCK 


As a general rule peripheral shock is not present 
in a patient with uncomplicated head injury. How- 
ever, since many of the acute head injuries that we 
all encounter are a result of rather severe general 
accidents, one should make a careful search for asso- 
ciated injuries such as perforated viscus, ruptured 
organs, chest injuries, and bone injuries. Only on 
occasion would a laceration of the scalp be severe 
enough that the blood loss would be sufficient to 
produce shock. It frequently appears that consider- 
able blood is’ lost, but this is rarely so. Actually a 
pressure bandage temporarily will slow down or stop 
the excessive scalp bleeding until one has the general 
situation under hand. Skeletal fractures should be 
splinted as soon as possible in order that the general 
situation of the patient may be better handled as in 
turning him. However, severe injuries to the thorax 
take precedence over most complications of a head 
injury since they constitute a greater threat to the 
patient's life. 
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ACUTE HEAD INJURIES — Jackson — continued 


OBSERVATION OF PATIENT 


A few aspects of the history are important. Per- 
haps the most important is whether or not the pa- 
tient had a “lucid interval.” Was the patient briefly 
unconscious for just a moment or two and then per- 
fectly clear for a short period of time and then coma- 
tose again? If such be the case, the situation is rather 
clear-cut—the patient, in all probability, has an ex- 
tradural hematoma which necessitates immediate sur- 
gical intervention. The type and the force of the 
blow to the head should be considered, and then the 
interval of time between injury and examination of 
the patient should be determined. A cursory neuro- 
logic examination will pretty well cover the situation 
and take only a few minutes. 


The first thing to examine in this regard is the 
state of the pupils. Are they dilated, or are they equal; 
is one larger than the other; do they move together? 
A dilated and fixed pupil is generally indicative of a 
localizing intracranial lesion. One generally inter- 
prets this as meaning a hematoma on that side. How- 
ever, there is an exception, if the dilated, fixed pupil 
occurs immediately at the time of the injury, it is 
generally due to a fracture at the base of the skull 
involving the third intracranial nerve and is not the 
result of a hematoma. However, if immediately fol- 
lowing the injury the pupils are equal and then short- 
ly afterwards one pupil becomes dilated and fixed, 
immediate surgical intervention is demanded. It is 
for this reason that the pupils must be examined as 
early as possible and then followed through for any 
changes as time goes on. Papilledema or choked 
disks are rarely seen within the first twenty-four 
hours of a head injury even when there is acute in- 
creased intracranial pressure. 


With a restless patient it is easy by mere observa- 
tion to determine if one side of the body is weaker 
than the other. If the patient is deeply comatose, 
one may try to squeeze his knuckles, pinch him over 
a peripheral nerve, or stick him with a pin in order 
to see if there is any difference in range of move- 
ment between the two sides. Examination of the 
deep tendon reflexes is helpful. Increased reflexes on 
one side generally reflect damage to the opposite 
cerebral cortex. The presence of a unilateral Babinski 
sign may be of importance in localizing value. Bi- 
lateral Babinski’s response in head injuries frequently 
indicates increased intracranial pressure and/or dif- 
fuse cerebral damage and is of no localizing value. 

Examination of the ears and nose should be done 
in search for a spinal fluid leak. In most severe head 
injuries. there is a spinal fluid leak, although it may 
not be evident by the time the physician sees the 
patient. Nevertheless, a careful search should be 
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made. Spinal fluid from the ear is called otorrhea, 
while from the nose rhinorrhea. Many times there 
is associated blood with the spinal fluid and it is 
generally difficult to ascertain if this fluid is only 
blood or if it is a mixture of blood and spinal fluid. 
The simplest way to determine the presence of an 
associated spinal fluid leak is to put a piece of gauze 
in the fluid collection or tilt the head to one side 
and let it drain. If a clear ring is seen around the 
blood, the physician may feel fairly certain that there 
is a spinal fluid leak, which indicates a compound 
skull fracture. If there is an otorrhea, the ear should 
not be probed. A sterile dressing should be put on 
the outside of the ear and taped to the side of the 
head, and the patient should be kept in the semi- 
upright position. The same is true with the nose, 
of course, except no dressing is needed. In such in- 
stances, the spinal puncture is contraindicated be- 
cause foreign material will be aspirated into the 
cerebrospinal fluid system. In these cases of otorrhea 
and rhinorrhea one is potentially dealing with a men- 
ingitis, and, therefore, an antibiotic regimen should 
be instituted immediately. As a general rule these 
otorrheas and rhinorrheas cease within a week. If 
they continue beyond two weeks or so, one should 
be concerned with the development of the menin- 
gitis and surgical intervention should be contem- 
plated to close off the fistula. 


The blood pressure, pulse, and respiration of the 
patient should be recorded. These should be taken 
at hourly intervals by the nurse with a notation of 
the state of consciousness of the patient and of the 
size and equality of the pupils. If the blood pressure 
rises or the pulse becomes more rapid or even slows, 
and the respirations either decrease or increase rapid- 
ly, one is dealing with an intracranial expanding 
lesion or acute cerebral swelling. Frequently these 
two diagnoses are difficult to separate. Most often 
the physician can interpret as evidence of an expand- 
ing hematoma the progressive evidence of a slow 
pulse and slow respirations. However, this is true 
only in the case of a slowly developing hematoma. 
If it is a rapidly developing hematoma associated 
with acute increased intracranial pressure, one gen- 
erally will see a rapid rise-in respiratory rate, blood 
pressure, and pulse rate. This also is noted in acute 
cerebral swelling and ‘particularly in a patient who 
has a spinal fluid leak which seals off rather sud- 
denly. He then has difficulty to compensate and has 
an acute episode of brain swelling. Any patient ad- 
mitted in an acute state with a head injury should 
be followed closely at hourly intervals for at least 
the first 24 to 48 hours. This means constant record- 
ings of the blood pressure, pulse, respiration, state of 
consciousness, and state of the pupils. This can be 
done easily by an attendant or a nurse. Any change 
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ACUTE HEAD INJURIES — Jackson — continued 


should necessitate immediate notification of the at- - 


tending physician. 
RESTLESSNESS 


Restlessness is a very disturbing sign generally to 
the family and the nurses. When a patient with an 
acute head injury is restless, it is indicative of one of 
three things. Either the patient has increased intra- 
cranial pressure, or has to void, or has a high fever. 
The latter two are rather easily eliminated. The main 
concern would be the management of increased in- 
tracranial pressure. This can be done by any of the 
following: the administration of 50 cc. of concen- 
trated human albumin (which should never be given 
to a patient while in shock); administration of hyper- 
tonic solutions, 100 cc. of 50 per cent sucrose or glu- 
cose, repeated every four to six hours; or the admin- 
istration of magnesium sulfate, given per rectum or 
intramuscularly: 

No sedation should be given during the first 24 
hours of an acute head injury, and if at all possible, 
one should wait 48 hours. Morphine, of all the drugs, 
should be absolutely avoided for the simple reason 
that it obliterates any pupillary changes and also de- 
presses respirations. Paraldehyde is perhaps the best 
drug of a sedative nature; it does not depress respira- 
tions and can be given with considerable safety. As 
time goes on if a patient is awake he can swallow 
some paraldehyde, or it can be put in a stomach tube 
if this is in place the second or third day. 

Fever is not unusual with the acute head injury 
and can add to the restlessness and general dehabilita- 
tion of the patient. Attempts should be made to keep 
the temperature below 102 F. If the fever goes above 
this, aspirin, 30 grains, can be given by rectum. Alco- 
hol sponging and ice packs in the axilla and groin 
are used frequently. 


FLUIDS 

No means of dehydration should be carried out by 
withholding fluids in the care of an acute head in- 
jury. The general body needs should be administered 
to as the individual case requires. Dehydration should 
be carried out as mentioned previously (with albumin, 
hypertonic solutions, or magnesium sulfate) as a sepa- 
rate administration. These patients should be given 
2,500 to 3,000 cc. of intravenous fluids per 24 hours. 
This should be given as 1,000 cc. of 5 per cent or 10 
per cent glucose in saline and the remainder as 5 per 
cent glucose in water. After the first 24 to 48 hours, 
high protein feedings of 4,000 cc. per day may be 
given through a small plastic stomach tube. 


NURSING CARE 
Mention need be made of only a few items that 
are of importance in nursing care. After the initial 








care and observation of the patient 1s made, he should 
be turned every hour in a different position. Gen- 
erally such patients do not do well in a supine 
position because the tongue falls back. However, if 
other means have been administered to care for this, 
the patient may be rotated through this position go- 
ing from supine to semisupine, lateral, and semiprone 
on one side and then on the other side. The head 
should be elevated about 15 to 20 degrees if the 
systolic blood pressure is at least 100 mm. of mercury. 

If the patient is incontinent, which many are, con- 
dom drainage is preferable to catheter drainage in 
the male. This method avoids any possibility of blad- 
der infection. A condom is taped onto the penis and 
then a hole is cut at its distal end and the edges 


taped to a long large tube passed to the floor into 
a bottle. 


ROENTGENOGRAMS 


The only time roentgenograms of the skull need to 
be made immediately is when one suspects a de- 
pressed skull fracture, which is generally a surgical 
emergency. Otherwise, it is not necessary to obtain 
roentgenograms of the skull during the first 24 hours. 
More can be done for the patient by doing what I 
have outlined previously than to transport him to the 
x-ray department. Furthermore, these patients gen- 
erally are in a restless, uncooperative stage, and if 
the patient moves, the roentgenograms are blurred 
and useless and have to be repeated later. However, 
roentgenograms of the skull should be made of a pa- 
tient with a head injury within the first 48 hours if 
at all possible. Nevertheless, generally this procedure 
is not going to save the patient’s life and therefore 
should be put in its proper place in the treatment of 
the patient. Due to the fact that many patients these 
days are potential medicolegal problems, roentgeno- 
grams are obviously mandatory. An electroencephalo- 
gram should be done on all head injuries for the same 
reason. 


LACERATIONS 

The great majority of scalp lacerations are ade- 
quately cared for by the family physician and require 
no further discussion. In a profusely bleeding scalp, 
sutures generally act as hemostatic agents by occlud- 
ing the vessels. Every scalp laceration should be 
probed either with a glove or instrument under sterile 
conditions for the possibility of a depressed skull 
fracture. If one encounters a depressed skull fracture 
in probing the wound, there are several things that 
can be done by the family physician. If the situation 
exists in a community where there is a neurological 
surgeon available, nothing more should be done to 
the wound than pack it with a sterile dressing. How- 
ever, most frequently, these patients have to be trans- 
ported miles to the nearest neurological surgeon for 
treatment. Under such conditions, the wound should 
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ACUTE HEAD INJURIES — Jackson — continued 
be cleansed and debrided without disturbing the de- 
pressed bone. This latter part is important because 
frequently after lifting up a fragment of bone pro- 
fuse bleeding may ensue. Nevertheless, the scalp, 
thoroughly debrided, should be given a primary re- 
pair. The patient is given antibiotics and transported 
to the neurological surgeon. No patient should be 
transported in shock or without an adequate airway. 

The conditions resulting from head injuries which 
the general practitioner should be aware of as requir- 
ing surgical intervention include the presence of an 
extradural hematoma, subdural hematoma, an inter- 
cerebral hematoma, and a depressed skull fracture. 
Treatment of such lesions generally involves the spe- 
cialty of neurological surgery, and it is of no practi- 
cal importance to discuss their surgery here. The most 
important factor is the recognition of these entities. 

The extradural hematoma, which is the most acute 
and dramatic of these conditions, is usually recognized 
by classical signs. Any patient who has a head in- 
jury, be it minor or severe, who has a brief period 
of unconsciousness, then has a “lucid interval,’ and 
then becomes progressively drowsy or unconscious 
should be suspected immediately of harboring such 
a lesion and should be treated surgically at the earli- 


Tue importance of shock and the 
time factor in acute abdominal injuries cannot be 
overemphasized. Almost half of the patients who die 
of acute abdominal trauma die of blood loss and 
shock. Consequently, it is almost as important to 
plan for speedy resuscitation as it is to teach operative 
technique. In the Second Auxiliary Surgical Group 
in World War II a series of deaths from abdominal 
injury was correlated with the initial blood pressure 
on admission. In the group with pressures up to 40 
mm. of mercury systolic, the case fatality rate was 66 
per cent, whereas if the pressure was from 41 to 70 
mm. of mercury, the mortality was 50 per cent, and 
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est possible moment. The patient may exhibit focal 
abnormal neurologic signs such as a dilated pupil and 
hemiparesis or only the history. 

The subdural hematoma and intercerebral hema- 
toma generally occur in the patient with a head in- 
jury whose state of consciousness deepens or who 
develops focal neurologic defects. As a rule, any pa- 
tient with a head injury who gets worse should be 
suspected of having a hematoma. . 


Depressed skull fractures should be elevated and 
the underlying damage, dura, and brain repaired at 
the same time. Fractures involving the frontal sinus, 
whether they be open or closed, should undergo com- 
plete exoneration of the sinus. The important thing 
to be said about them is that the patient should be 
put on antibiotic therapy immediately. 


SUMMARY 


I have tried to outline rather simply and briefly 
the management of the patient with an acute head 
injury by the general practitioner. By far the great 
majority of head injury patients can be adequately 
handled by the family physician. It is only the smaller 
group that require neurosurgical treatment. However, 
the old axiom in handling a head injury patient of 
“leave him alone” is by far outmoded. 


U.S.A., Fort Sam Houston, Texas 


in the group with pressures of 71 to 100 the rate 
dropped to 38 per cent. In patients with initial pres- 
sures above 100 mm., the case fatality rate was only 
18 per cent. The over-all military case fatality rate 
for abdominal injuries before World War II was 
about 32 per cent, while figures for World War II 
show a 19 per cent rate as compared to about 8 per 
cent in Korea. Partly this decline in mortality is due 
to earlier use of blood and other resuscitative meas- 
ures, and partly it indicates a quicker pick-up of pa- 
tients with earlier transportation to a hospital for 
definitive care. Those who talk about the splendid 
results in Korea always must add that many circum- 
stances were highly favorable in Korea and one may 
not be able to duplicate that record again. The im- 
proved time factor is indicated by the following 
figures: 


World WarlIl Korea 
Time from injury to admission 5.6 hours 3.1 hours 
Time from admission to surgery 3.4 3.2 
Time from injury to surgery 9.0 6.3 


Obviously, the saving of almost three hours between 
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time of injury and time of operative repair is of 
great importance. 

Even with this earlier pick-up, blood volume re- 
placement is of paramount importance, and the Sur- 
gical Research Team from Korea report that in their 
experience all of the patients with abdominal injury 
had been given at least one unit of Dextran before 
getting to the hospital and about half had received 
a pint of blood in addition. In resuscitation in the 
hospital, it can be anticipated that half of the total 
blood used will be in resuscitation and the other half 
during surgery and immediately postoperative. Again, 
the Surgical Research Team experience was that in 
the first 24 hours, preoperatively and postoperatively, 
abdominal injury patients received an average of 
3,500 cc. of blood, the thoraco-abdominal cases an 
average of 3,000 cc., and the colon-rectal cases 2,500 
cc. These figures are quoted to show the rather tre- 
mendous quantities of blood which are needed if a 
low mortality rate is to be maintained. 


GENERAL CONSIDERATIONS 


Correct diagnosis, accurate evaluation, and proper 
treatment in cases of abdominal injury are facilitated 
by a good understanding of basic mechanisms in path- 
ologic physiology. A brief review of some of these 
factors seems important at this time. Essentially, 
there are five mechanisms by which abdominal vis- 
cera may be injured: (1) Anteroposterior or lateral 
squeezing due to a direct blow may result in crush- 
ing of a viscus between the instrument of force and 
the spine. (2) Tangential force may move a viscus 
beyond its limit of mobility, thus tearing its mesen- 
tery or pedicle. (3) Sudden compression of fluid or 
gas in a single loop may cause rupture. (4) Missile 
or bone fragments may rupture or penetrate hollow 
or solid viscera. (5) Fall from a height may injure 
viscera by shattering or tearing. Diffuse trauma is 
most apt to injure the liver, spleen, full bladder, pan- 
creas, and vessels, while localized trauma is more dan- 
gerous for the intestine and kidney. From what has 
been said thus far, it is evident that it is important 
to ascertain the character of the trauma, the size of 
the instrument of injury, the relative velocity of the 
missile, time since injury, time since last ingestion of 
food, and location of pain. 

Abdominal pain is due to either chemical irrita- 
tion of the peritoneum or stretching of the wall of a 
viscus. This stretching may be caused by distention 
of the lumen of a hollow viscus, edema within the 
wall, or sudden engorgement of a solid viscus. Any 
foreign substance causes some peritoneal irritation 
with edema and consequent pressure on sensory 
nerves. The intensity of pain is due to the severity 
of the reaction, and this in turn is related to the 


chemical activity of the foreign substance. Air, blood, 
and urine cause the least reaction, and such substances 
as pancreatic juice, hydrochloric acid, bile, and bac- 
teria cause the most. Some general idea as to the type 
of contamination may be gained from the severity 
of the reaction. 


The peritoneum secretes and absorbs fluid. Also, 
it is capable of picking up particulate matter for de- 
posit in the lymph stream. This lymphatic drainage is 
toward the chest, explaining why there often is 
pleural fluid above a subphrenic abscess or on the 
left after splenectomy. Rarely, if ever, does thoracic 
empyema Cause ascitic accumulation. The localization 
of peritoneal exudates is largely a function of gravity 
with pooling in the pelvis, lateral gutters, the lesser 
sac, and the various spaces about the liver and dia- 
phragm. Probably lymphatic drainage and peristaltic 
activity play a minor role in localizing exudates in 
the upper part of the abdomen. Irritating liquid con- 
taminants are absorbed only after having been re- 
duced to isotonicity, and consequently large amounts 
of fluid may be lost in this manner. Bile, especially, 
attracts fluids because of its high concentration, and 
the fluid loss here may be sufficient to cause death 
from shock. 


Any patient who has a penetrating abdominal 
wound must be submitted to operative exploration, 
and consequently the preceding matters are some- 
what academic except insofar as they contribute to 
a better general understanding. Practically, the pa- 
tient with a penetrating abdominal wound needs a 
flat roentgenographic film of the abdomen. This is 
primarily to identify and localize missile fragments, 
but in closed type injuries it may be helpful also from 
the viewpoint of localizing distended loops, free fluid 
and air, or areas of density which may indicate such 
misadventures as rupture of the spleen. 


Rather than the physicians having to decide wheth- 
er or not the patient has to be operated upon, the 
usual decision is which patients need priority treat- 
ment and which need resuscitative care before opera- 
tion. In multiple wounds, those which hinder cardio- 
respiratory function, such as chest, neck, and maxillo- 
facial injuries, must be managed first. Abdominal 
wounds take next priority, whereas injuries of the 
brain and cord, extensive soft tissue wounds, genito- 
urinary wounds, and injuries of the eye can wait their 
turn, provided that hemorrhage is controlled. 


Among abdominal injuries themselves, the patient 
with first priority for operation is the recently injured 
with good general condition, little bleeding, and no 
concomitant injuries. Second priority is accorded pa- 
tients with severe injury by large fragments and those 
in shock. Here, blood replacement is first, and only 
after shock has been controlled is operation under- 
taken. The exception is the patient whose blood 
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pressure does not respond to suitable replacement; 
if shock is not improved after two units of blood, 
severe vessel damage and/or retroperitoneal hema- 
toma must be suspected, and here operation immedi- 
ately may be lifesaving. In third priority are those 
patients with a closed abdominal injury or a suspected 
abdominal perforation. These require observation, re- 
suscitation, and operation within six hours if the need 
develops. Patients with no priority for operation are 
the obviously fatally wounded, those in severe shock 
with advanced sepsis, those with multiple wounds, 
and patients seen first after 18 or 24 hours. Obvious- 
ly, such decisions are not as easy as they have been 
made to sound here, but these several guiding princi- 
ples are correct, whether the situation be in regard 


to battle casualties or mass casualties from some other 
cause. 


Six to 9 per cent of war injuries involve the abdo- 
men, and since 85 per cent of these penetrate the 
peritoneal cavity, the problem of the closed abdom- 
inal injury is a small one. However, in civilian prac- 
tice, closed abdominal injuries may be more numer- 
ous than penetrating wounds and consequently as- 
sume considerably greater importance. Comments on 


this aspect of the problem are interspersed where ap- 
plicable. 


OPERATIVE PROCEDURE 


After resuscitation from the standpoint of airway 
and shock, operative exploration in cases of abdom- 
inal penetration is indicated. Wide skin preparation 
in such a manner as to prevent additional peritoneal 
contamination, careful continuing attention to main- 
taining a blood pressure level above 90 mm. of mer- 
cury systolic, and an inhalation anesthesia without 
multiple drugs or complicated apparatus are basic re- 
quirements. 

The longitudinal paramedian incision is distinctly 
to be preferred because it allows speed in opening 
and closing, lends itself to extension if needed, and 
provides adequate exposure. The missile wound 
should not be included in the incision but should be 
debrided separately. Transverse and subcostal type 
incisions are excellent in elective surgery but have 
no place in casualty cases. Similarly, tight layer clos- 
ure is accepted for elective cases, but in trauma cases 
where there are mass casualties or where patients 
must be moved shortly after operation, or where there 
is peritoneal contamination, tight layer closure simply 
tends to cause infection, dehiscence, and postopera- 
tive herniation. Through-and-through closure with 
wire using rubber tube boots or tying over a gauze 
roll, with or without intervening skin sutures, is ac- 
cepted as best meeting the requirements of surgery 
for abdominal trauma. 
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In exploring the abdomen, some routine procedure 
is best in order to avoid missing areas of injury. First, 
points of hemorrhage should be located quickly and 
controlled by hemostats. If the liver is the site of 
hemorrhage, gauze pack pressure will control it while 
the rest of the exploration is completed. If the spleen 
is the point of origin of bleeding, it should be grasped 
in the left hand, compressed to stop hemorrhage, and 
not released again until the pedicle has been multiply 
clamped and cut. The retroperitoneal area must be 
inspected for bleeding as evidenced by hematoma, 
and the site of injury in the abdominal wall must not 
be neglected as a possible source of hemorrhage. As 
the exploration progresses, if perforations in hollow 
viscera are encountered, they should be grasped quick- 
ly by Babcock or Allis type clamps to prevent further 
spillage and to facilitate locating them again after 
the exploration is completed. Only then should clos- 
ure or resection be done, because otherwise, if per- 
forations are closed as they are located, it may be 
found eventually that resection of a bowel segment 
is indicated after time has been wasted in multiple 
closures before the entire situation has been compre- 
hended. Areas of perforation most often overlooked 
are the posterior wall of the stomach, the cardia of 
the stomach, the retroperitoneal colon and duodenum, 
and the mesenteric border of the bowel. The old say- 
ing that perforations always are present in twos is 
not entirely correct because perforation of a knuckle 
of bowel or a tear at the mesentery may give just 
one perforation. The whole small bowel should be 
brought out onto the abdominal wall so that explora- 
tion and visualization can be complete from end to 
end and including the root of the mesentery. No 
lesser exploration is entirely safe. 


SPECIFIC INJURIES 


Small Bowel—In abdominal injuries, there is a 37 
per cent incidence of small bowel damage, and the 
case fatality rate of 30 per cent seen in World War 
II was reduced to 13 per cent in Korea. There is 
some variation in mortality rate as correlated with 
level of perforation, in general those areas where 
there is the greatest chemical activity (duodenum 
and high jejunum) or greatest bacterial content (ter- 
minal ileum) having the highest rate. In World War 
II, duodenum injuries were fatal in 56 per cent of 
cases, whereas in Korea this figure was 41 per cent. 
Small bowel perforations always are treated by pri- 
mary closure or resection and anastomosis, never by 
exteriorization. This is because the relatively thick 
wall and relatively abundant blood supply make pri- 
mary closure safe. Also, exteriorization produces all 
the problems of fluid and electrolyte loss which are 
difficult in civilian practice and intolerable in mili- 
tary practice. Resection should be done if the bowel 
is denuded of mesentery for 6 cm., or less if viability 
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is evidently impaired. Resection also is indicated if 
a short loop has sustained multiple perforations. End- 
to-end anastomosis is preferred, by whatever suitable 
technique the operator favors. Closure of individual 
perforations is best done by an inverting stitch al- 
though some advocate purse-string suture, clamp and 
tie technique, or covering by omentum. 


Large Bowel.—There is a 35 per cent incidence of 
colon injury, and the case fatality rate of 37 per cent 
for World War II was reduced to 15 per cent in 
Korea. Wounds of the rectum carried a case fatality 
rate of 30 per cent in World War II as compared to 
18 per cent in Korea. Here again, there is a correla- 
tion between level of injury and mortality rate de- 
pending on fluidity of bowel content and viability 
of bacteria. The established policy of exteriorization 
for colonic wounds or primary closure plus a prox- 
imal diverting colostomy still holds. This is because 
the colon wall is very thin and its blood supply is 
poor. It therefore is highly vulnerable to the con- 
cussive effect of missiles, and primary closure fails 
in a high proportion of cases. 

All wounds of the rectum and many wounds of 
the perineum and buttocks require colostomy. A sim- 
ple loop colostomy with incomplete bowel division 
is not satisfactory because it does not completely 
direct the fecal stream. Any technique which com- 
pletely divides the bowel and separates the cut ends 
somewhat is suitable, provided that dressings are 
changed sufficiently frequently so that peristalsis in 
the distal loop will not draw feces into its lumen. 
Usually if the wound is less than half the diameter 
of the bowel, the damaged bowel may be brought 
out as a colostomy, but more extensive damage re- 
quires primary resection and exteriorization of both 
ends. The colostomy never should be placed in the 
main incision and never should be brought out 
through the abdominal wound area. Cecostomy is 
acceptable only for cecal injuries and is a poor pro- 
cedure even then because it, in effect, establishes 
a terminal ileostomy. When the time for closure of 
the colostomy has arrived, an intraperitoneal type 
closure is advocated. 

Gallbladder and Biliary Tract.—Cholecystostomy 
has no place in treatment of trauma, and removal of 
the damaged gallbladder is advised. Biliary tract dam- 
age calls for T-tube drainage and never for primary 
closure. In addition, a Penrose drain to the site of 
injury is indicated. 

Liwer—lIn 27 per cent of abdominal injuries there 
will be liver damage, and this carried a case fatality 
rate of 27 per cent in World War II, reduced to 15 
per cent in Korea. All devitalized liver tissue must 
be removed because autolyzed liver is highly toxic. 


Furthermore, blood in the peritoneal cavity must not 
be used for autotransfusion because of probable con- 
tamination. Liver wounds may cease bleeding spon- 
taneously, may bleed severely, and may bleed sec- 
ondarily. Careful hemostasis is indicated by whatever 
means is effectual, from mattress sutures to fibrin 
foam, and even the crude method of gauze packing 
in unusual instances. A Penrose drain to the site of 
liver injury always is indicated. 

Pancreas. —Pancreatic injury is accompanied by 
severe pain, profound collapse, and often by an ele- 
vated blood and urinary amylase level. Case fatality 
rate in World War II was 58 per cent, being reduced 
to 22 per cent in Korea. Management is difficult, 
but the aim is to stop hemorrhage and prevent leak. 
This may necessitate debridement, excision, inversion, 
reimplantation, or combinations of these. 


Spleen—Seven per cent of abdominal injuries in- 
clude fracture of the spleen and in only 2.3 per cent 
of cases is this the sole injury. In World War II, the 
mortality from rupture of the spleen was 25 per cent, 
and this was reduced to 15 per cent in Korea. In 
penetrating injuries of the abdomen, direct explora- 
tion makes the diagnosis, but in nonpenetrating 
trauma the diagnosis is more difficult. Evidence of 
internal hemorrhage, as shown by lowered blood 
pressure and elevated pulse rate, left shoulder strap 
pain, and a positive abdominal roentgenographic flat 
plate, tells the story. The positive roentgen-ray find- 
ings are medial displacement of the stomach air bub- 
ble, exclusion of gas shadows of bowel from the left 
upper quadrant with depression of the transverse 
colon and splenic flexure, plus diffuse haziness in the 
upper left quadrant with possibly some elevation of 
the left diaphragm. The treatment is splenectomy as 
soon as the diagnosis is made. Continuing hemor- 
rhage and the danger of secondary hemorrhage as the 
clot liquifies make temporizing too risky to be ac- 
ceptable. 

Kidney-Ureter-Bladder—Rarely does the urologist 
treat abdominal trauma, and most urinary tract in- 
juries occur as part of abdominal wounding, so that 
usually the general surgeon is implicated. The kidney 
is damaged in about 13.4 per cent of abdominal in- 
juries, the bladder in about 5 per cent, and the ureter 
in a considerably smaller number. In World War II, 
kidney injuries carried a 36.3 per cent mortality and 
bladder injuries a 30 per cent figure. These percent- 
ages in Korea were reduced to 25 and 9 per cent 
respectively. 

Rarely does kidney damage require nephrectomy 
because of bleeding. Partial nephrectomy is indicated 
more frequently, but usually a highly conservative 
policy is rewarding. Extensive destruction of the kid- 
ney pelvis or the vessels at the pedicle is indication 
for nephrectomy. 
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The perforated bladder is treated by primary clos- 
ure and insertion of a Foley type urethral catheter. 
This is a change from former teaching, and now a 
suprapubic systostomy is advocated only when a Foley 
catheter is not available. Simple urethral catheters 
are not trustworthy in patients who may have to be 
evacuated soon after operation. 


Ureteral damage most often is unrecognized and 
shows itself by urinary drainage from the incision 
later. When recognized, the lesion should be dealt 
with by primary suture and a splinting ureteral cathe- 
ter if damage is not too extensive, although it is 
realized that this procedure usually is not successful. 
The various ureteral transplants are not suitable 
emergency procedures and one often is faced with 
nephrectomy if the other kidney is not damaged. 
Ligation of the ureter, leaving the kidney in place, 
is recommended only in desperate cases where the 
patient’s condition or the press of time prevent more 
definitive care. 


Retroperitoneal Hematoma.—Retroperitoneal hem- 
atoma has been alluded to several times, but one or 
two comments remain. First, early placement of 
tapes around the aorta and vena cava, proximal and 
distal, may prevent rapid exsanguination as the dis- 
section progresses. Next, it must be remembered that 
the adrenal glands are of extreme importance in the 
bodily reaction to trauma, and hematoma around them 
may impede their function with fatal result. Finally, 
tears in the vena cava or aorta are dealt with by pri- 


mary suture repair, by vessel graft, or by ligation as 
a last resort. 


Burns.—Burns of the gastrointestinal tract may 
occur as a result of hot fragments penetrating the 
abdomen or due to burns on the eviscerated organs. 
Experience in this type of injury is scanty but may 
become much more common. Since the burn damage 
is progressive for a period of time rather than all 
damage being instantaneously sustained, it seems wise 
to advocate exteriorization of burned loops of bowel 
without opening and with protection by vaseline 
gauze. Eventualities thus can be dealt with as neces- 
sity demands. 


Blast—Pulmonary effects of blast usually are more 
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important than those relating to the gastrointestinal 
tract, which usually are treated conservatively. Signs 
of bowel gangrene or rupture are the only indications 
for operative intervention. 


Foreign Bodies —Whether or not to remove for- 
eign bodies always poses a problem. Foreign bodies 
larger than a centimeter in diameter should be re- 
moved if they are accessible without undue damage 
to surrounding tissue. For example, a small, sthooth 
foreign body deep in liver substance should be left 
in place. Jagged foreign bodies are more dangerous 
than smooth ones, and those which lie in proximity 
to vital structures into which they may erode should 
be removed. Nonmetallic foreign bodies are more 
irritating and harbor bacteria so that their removal 
is desirable. Removal of foreign bodies always is sec- 
ondary to the main consideration, which is saving of 
life. Better to do a second operation on a live patient 
later than to complete the entire job at once on a 
patient who does not survive. 


SUMMARY AND CONCLUSIONS 
Since almost half of the patients who die of ab- 
dominal injury are lost because of shock and blood 
loss, and since blood loss is progressive over a period 
of time, it is obvious that early resuscitation by blood 
replacement and early operation to stop the hemor- 
rhage are of paramount importance. 


Correct diagnosis, accurate evaluation, and proper 
treatment are based on good understanding of funda- 
mental mechanisms in pathologic physiology. A brief 
review of some of these factors has been presented. 


Operative technique has been discussed only inso- 
far as it is necessary to help develop judgment and 
to assist in evolving a rapid, effectual procedure for 
exploration and repair. 


Accepted policies for management of specific or- 
gan injuries have been presented with quotation of 
mortality figures from World War II and the war in 
Korea, based on experience of the Second Auxiliary 
Surgical Group during World War II and the Forty- 
Sixth Mobile Army Surgical Hospital in Korea. 

Although the comments made herein are based on 
military experience, they seem to be directly applica- 
ble to management of civilian accident cases whether 
they be in small or large groups. 


PESTICIDE POISONINGS 


The latest revision of the booklet, “Clinical Memoranda 
on Economic Poisons,” is now available. The booklet, pre- 
pared by the U. S. Public Health Service, includes clinical 
data on poisons commonly used in the production of foods 
and fiber crops and in the control of many disease-bearing 
insects. A copy of the booklet may be obtained by writing 
the National Agricultural Chemical Association, 1145 Nine- 
teenth Street, N. W., Washington 6, D. C. 
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Esopuacitis is generally consid- 
ered to be the commonest disease affecting the esoph- 
agus. It seems likely that mild forms of transient 
inflammation may occur very frequently, but because 
of the brief duration of the lesion and lack of sig- 
nificant symptoms, roentgenologic and endoscopic 
examinations are seldom requested. Even excluding 
these examples of evanescent disease, sufficient cases 
of serious esophageal inflammation are encountered 
in roentgenologic practice to place this lesion, in one 
of its forms, at the head of the list of esophageal 
diseases. Spastic manifestations of one sort or an- 
other, either alone or with evidence of associated 
esophagitis, add to the incidence of benign condi- 
tions which may be the cause of dysphagia, substernal 


pain, and the other symptoms of esophageal dys- 
function. 


ESOPHAGEAL SPASM 


The esophagus is a rather frequent site of spastic 
manifestations, some insignificant from a clinical 
point of view; others the cause of clinical complaints, 
often of a severe nature. Spasm is a common accom- 
paniment of inflammation of the esophagus as it is of 
inflammation in other parts of the gastrointestinal 
tract. In addition spasm may be encountered appar- 
ently as a manifestation of altered tone or peristalsis. 
In most patients showing any degree of chronic 
esophageal spasm, biopsy will reveal evidence of 
chronic inflammation. Thus it is often difficult to 
determine if the inflammation preceded the spasm 
and is the cause of it or if the spasm is the primary 
disorder. There are several conditions in which 
spasm appears to be the primary abnormality. 

“Curling” Phenomenon.—Curling or tertiary con- 
tractions of the esophagus is a peculiar aberration of 
peristalsis frequently seen in elderly persons. In its 
mild form it is one of the commonest disorders ob- 
setved by the roentgenologist and usually is not the 
cause of symptoms. It is best seen when the patient 
swallows barium mixture while recumbent. As the 
lower part of the esophagus becomes distended by 
the bolus of barium, numerous concentric areas of 
constriction appear in the lower half, dividing the 
bolus into more or less complete segments. The con- 
traction rings form rapidly, remain momentarily, and 
disappear only to reappear at frequent intervals 
while material remains or after a new bolus arrives. 
These contractions have no propulsive power and 
may actually retard the progress of the swallowed ma- 
terial. In some cases, the contractions are particularly 
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severe, and during the height of the spasm diverticu- 
lum-like projections appear in the segments between 
the contraction rings. Usually these too are transient 
and disappear as the spasm relaxes. Occasionally, 
however, one or more true diverticula are seen, the 
sacs remaining filled even after the lumen of the 
esophagus is empty, although they may decrease in 
size. At times it is difficult to be certain if one is 
dealing with pseudo or false diverticula or with per- 
manent out-pouchings. In patients with this more 
severe form of “curling,” pain and difficulty in swal- 
lowing may be present. These complaints often are 
of an intermittent character and may come on sud- 
denly and as rapidly disappear. 

The treatment of symptomatic “curling” by the 
use of antispasmodics has not been satisfactory ac- 
cording to studies reported by others. Amyl nitrate 
gives only transitory relief. Atropine and belladonna 
have given only partial relief and with Benzedrine 
the results have been variable, some reporting it to 
be the most effective drug, while others have found 
it much less satisfactory. Repeated dilatations have 
helped in some cases. 

Diffuse Spasm of Lower Esophagus.—I\n diffuse 
spasm of the lower part of the esophagus the lower 
one-third to one-half of the esophagus undergoes a 
diffuse, almost tetanic-like spasm when a liquid bari- 
um mixture is swallowed. Under fluoroscopic exami- 
nation the lumen varies rapidly in width. Occasion- 
ally the spasm relaxes, allowing the mixture to enter 
the stomach, but it soon recurs. The appearance un- 
der the fluoroscope is one of rapidly changing con- 
tour. It is possible that diffuse spasm of the esopha- 
gus is only a variant of the curling phenomenon, but 
there are points of difference between the two. Dif- 
fuse spasm is seen most frequently in middle aged 
women, usually those of a nervous type or suffering 
from anxiety tension states; curling is found in both 
sexes and particularly in the elderly. Diffuse spasm 
is equally intense in the upright and recumbent posi- 
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tions; curling is exaggerated by recumbency and in 
the milder forms is seen only when the patient is 
recumbent. It has been suggested that diffuse spasm 
of the esophagus is only a manifestation of peptic 
esophagitis. In a few of my cases in which esopha- 
goscopy was done, varying degrees of chronic inflam- 
mation were found. In any event the condition, while 
uncommon, seems to have distinct roentgenologic 
features and to represent a fairly specific entity. 


ESOPHAGITIS 


Most writers on the subject have stressed the fact 
that esophagitis is more frequent than is generally 
realized and is the most common disease affecting 
the esophagus. The frequency of esophagitis in au- 
topsy material is surprisingly high. Thus Burke at 
the University of Wisconsin found 96 cases of acute 
and chronic esophagitis in a:series of 570 autopsies. 
It seems likely that this high incidence in patients 
coming to necropsy is the result of multiple factors, 
including debilitation, the lowered resistance of the 
tissues to trauma and infection during the terminal 
state, relaxation of the cardiac sphincter, frequent 
vomiting or regurgitation, and the use of a stomach 
tube or negative suction apparatus. Certainly the in- 
cidence of esophagitis of sufficient severity to be the 
cause of clinical complaints is much lower. The abil- 
ity of the esophagus to repair any area that is trauma- 
tized is well known, and trauma alone does not seem 
to be the sole cause of the disease in these necropsy 
cases. 


Acute Ulcerative Esophagitis —In association with 
peptic ulcer, usually duodenal ulcer, or following op- 
erative procedures for the relief of an ulcer or other 
upper abdominal conditions, one occasionally encoun- 
ters an example of acute ulcerative esophagitis. While 
ulcerative or erosive inflammations of the lower part 
of the esophagus are said to be common lesions, it is 
not often that they progress to the point that dis- 
tinct roentgen findings are produced. The cause of 
acute ulcerative esophagitis is unknown, but frequent 
vomiting, the use of a stomach tube, and the trauma 
and shock associated with abdominal operations seem 
to be of importance. Most writers on the subject of 
esophagitis comment on the important role played 
by regurgitation of highly acid gastric juice on the 
esophageal mucosa but likewise suggest the proba- 
bility of other factors being responsible. Lack of the 
protecting action of the mucous coat normally present 
may be important, and trauma and frequent vomit- 
ing may, by decreasing the effectiveness of this cov- 
ering of mucus, allow the irritating effect of gastric 
juice to come into play. Perhaps it requires a com- 
bination of causative factors since this type of in- 
flammation is not common in clinical practice. Clin- 
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ically the use of a negative suction apparatus has, in 
itself, seldom been responsible for the production of 
an ulcerative esophagitis if the patient recovered 
from the disease for which he was being treated. 


The roentgen findings in acute ulcerative esopha- 
gitis may be listed as follows: (1) The involvement 
is limited to the lower third to half of the esophagus 
(2) The first evidence is that of esophageal spasm 
which is usually intense. This causes a diffuse nar- 
rowing of the affected portion and results in varying 
degrees of obstruction. The spasm may relax inter- 
mittently to allow passage of the barium mixture into 
the stomach. (3) After a short period, often only a 
matter of a few weeks, the deformity becomes fixed 
because of fibrosis. The lumen narrows gradually 
from above downward to the cardia. The obstruction 
may be severe and occasionally becomes complete. 
Peristalsis is absent. (4) There is an absence of the 
normal mucosal folds. (5) Early, a fine roughening 
of the margin of the lumen may be noted; later after 
the disease has subsided to a fibrous stricture, the 
margins become quite smooth. 


Chronic Fibrosing Esophagitis—Chronic esopha- 
gitis may be only the fibrous residue of a previous 
acute inflammation or it may be an active chronic 
inflammation. It is likely that chronic esophagitis 
in some degree is much more common as an accom- 
paniment to other diseases of the upper gastrointesti- 
nal tract than roentgen studies would indicate. Even 
so, chronic fibrosing esophagitis is probably the most 
frequent disease of the esophagus which the roent- 
genologist recognizes, and these cases represent, to a 
large extent, only those in which there is sufficient 
involvement to cause symptoms of obstruction or 
pain on swallowing. 


Fibrous strictures, representing in all likelihood 
the end result of previous inflammation, are fairly 
common. They occur almost exclusively in the distal 
part of the esophagus. Spastic manifestations are 
absent. The deformity is a fixed narrowing, usually 
fusiform in type with gradually tapering margins. 
There is frequently an associated herniation of the 
gastric fundus through the esophageal hiatus, and 
the esophagus often is shortened. 


Of greater frequency is the finding of active esoph- 
ageal inflammation. Again the lesion is found in the 
lower part of the structure causing a gradual diffuse 
narrowing down to the level of the cardia. The high 
incidence of associated herniation of the stomach has 
been noted by many and has led to the belief that 
the cause of the esophageal inflammation may lie in 
the relaxation of the cardia often found with hiatal 
hernia. To be noted also is the high incidence of 
associated peptic ulcer, particularly duodenal ulcer. 
In many cases, but not all, there is also an ulcer of 
the distal end of the esophagus or at the esophago- 
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gastric junction. The esophagus in these instances is 
almost invariably shortened, and this combination of 
peptic ulcer, hiatal hernia, short esophagus, and ulcer 
of the distal esophagus may be considered as a syn- 
drome. In many instances all parts of the syndrome 
are present; in others one or more of the lesions may 
be missing. It is probable that the shortening of the 
esophagus is acquired rather than congenital and 
results from spasm and fibrosis. Also to be noted is 
the fact that the esophagus tends to become as short 
as is required, and when a sliding type of esophageal 
hernia is present, the esophagus usually appears some- 
what shortened. There is evidence that esophageal 
reflux commonly occurs in the presence of a sliding 
hiatal hernia, and it is difficult to escape the conclu- 
sion that it is an important factor in the causation 
of the inflammation. 


Peptic Ulcer of Esophagus——As noted above, the 
association of peptic ulcer, esophagitis, and hiatal 
hernia is a close one. It is still undetermined as to 
the role played by aberrant islands of gastric mucosa 
in the production of this lesion. The roentgen evi- 
dence of esophageal ulcer is similar to that in other 
parts of the gastrointestinal tract and depends upon 
visualization of the ulcer crater with its associated 
spasm. The crater often is shallow and difficult to 
visualize. It may be seen only as a persistent, fixed, 
small area in the esophageal wall at or close to the 
esophagogastric junction. Mucosal relief studies may 
show thickened mucosal folds radiating away from 
the base of the crater similar to the configuration 
often seen in gastric or duodenal ulcers. Spasm may 
be a prominent feature. A hiatal hernia occurs in 
such a high percentage of cases that its presence is 
almost indispensable for the roentgen diagnosis of 
benign esophageal ulcer to be made with any cer- 
tainty. Usually the lumen of the esophagus is dif- 
fusely narrowed for a variable distance above the 
ulcer, and sufficient fibrosis may have developed to 
cause high grade obstruction. The appearances then 
are those of fibrosing esophagitis, as previously de- 
scribed, with the addition of the ulcer crater. Since 
esophageal ulcers may be shallow and small, the 
roentgen signs may be only those of esophagitis, and 
lack of roentgen visualization of the crater does not 
completely exclude its presence. 


Less frequently the esophageal lumen is widely 
patent, the cardia relaxed, and free reflux from the 
stomach into the esophagus occurs. This nonstenotic 
variety has been considered as a possible precursor 
to the stenotic lesion, representing in effect the phase 
of the disease whereby the relaxed cardia allows free 
regurgitation of gastric contents with the production 
of an esophageal ulcer but without the development 


of sufficient fibrosis to have caused stricture forma- 
tion. Just what the sequence of events may be is not 
pertinent to this discussion, but the fact that this 
nonstenotic variety does occur and that the shallow 
ulcer may be missed unless searched for is of im- 
portance to the roentgenologisé. 

Differential Diagnosis—From the roentgenologic 
point of view the lesion that is of most importance 
in differential diagnosis is carcinoma. Most carci- 
nomas of the lower end of the esophagus give un- 
mistakable roentgen signs, including the sharp de- 
marcation of the lesion, the irregularity of the lumen 
through the lesion, and the nodular character of the 
internal surface. Occasionally the differential diag- 
nosis may be extremely difficult on roentgen evidence 
alone. The absence of a hiatal hernia is an important 
point in favor of carcinoma, and I am reluctant to 
make a diagnosis of esophageal ulcer or chronic 
fibrosing esophagitis without the finding of an asso- 
ciated hernia. Needless to say esophagoscopy and 
biopsy should be done whenever the slightest doubt 
exists and when competent examiners are available. 


SUMMARY AND CONCLUSIONS 

Curling is a peculiar aberration of esophageal 
peristalsis often seen by the roentgenologist, occasion- 
ally of sufficient severity to be the cause of esoph- 
ageal dysfunction. As the esophagus is distended by 
a swallowed bolus numerous circular contraction rings 
quickly appear and as rapidly disappear. True diver- 
ticula may be present in some of these cases appar- 
ently produced by the increased tension within the 
contracted segments. 

Diffuse spasm of the lower half of the esophagus 
is seen most frequently in women of middle age, 
particularly those suffering from anxiety tension 
states, and causes symptoms of dysphagia. The lower 
part of the esophagus is seen to undergo a diffuse 
tetanic-like contraction, relaxing and contracting rap- 
idly while being observed. Diffuse spasm may be 
related to the curling phenomenon, but there are suf- 
ficient differences to warrant its consideration as a 
distinct entity. ' 

In association with peptic ulcer, usually a duodenal 
ulcer, or during the period immediately following an 
upper abdominal operation, often one for the relief 
of a peptic ulcer, acute ulcerative esophagitis may 
develop. Frequent vomiting, the use of a negative 
suction tube, and the trauma and shock associated 
with the operative procedure seem to be important 
causative factors. The first roentgen sign is that of 
intense spasm affecting the lower part of the esopha- 
gus. Subsequently the lesion frequently progresses 
to a fibrous stricture. 

Of the varieties of chronic esophagitis, the fibros- 
ing form of the disease is the most important clin- 
ically. A hiatal hernia, shortening of the esophagus, 
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ESOPHAGEAL DYSFUNCTION—Pau!—continued 


a peptic ulcer, and, frequently, an esophageal ulcer 
are common associated lesions. Relaxation of the 
cardia secondary to hiatal hernia appears to be one 
of the significant factors in the production of this 
lesion, but the exact relationships of the two lesions 
and the significance of other causative factors remain 
unsettled. 


ABSTRACT OF DISCUSSION 

Dr. R. P. O’BANNON, Fort Worth: The possibility of 
minor trauma of the esophagus with symptoms of brief 
duration is interesting speculation. The esophagus is par- 
ticularly subject to trauma as this is the first narrowed tubu- 
lar structure with which an irritating or sharp particle might 
come in contact with the lining membrane. The oropharynx 
is a relatively large cavity and the possibility of surface 
contact is greatly lessened. The same situation exists in the 
stomach, and also the hard or sharp food particle would 
tend to become softer by the time it reaches the stomach 
because of the absorption of water or the action of the di- 
gestive juices of the gastrointestinal tract. 
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The influence of stress in producing spasm or eventually 
actual organic changes in the esophagus is also interesting 
speculation. This same factor is also held responsible as im- 
portant in inflammation and ulceration of the gastrointesti- 
nal tract (in which the exact mechanism, of course, is not 
clearly understood), notably peptic ulcer, with which the 
subject discussed by Dr. Paul is closely related. The involve- 
ment of the distal third of the esophagus so regularly or 
frequently naturally leads to a belief in some effect by the 
action of gastric juices since this region is more subject to 
the action of these juices by regurgitation or vomiting. 

The presence of aberrant gastric mucosa in the wall of 
the esophagus may be another factor in the production of 
esophageal ulcer, with subsequent healing and stenosis, and 
in such instances the same etiologic factors might operate 
as in the development of peptic ulcer elsewhere in the 
gastrointestinal tract. One article consulted stated that in 
1,000 consecutive autopsies, 118 cases of aberrant gastric 
tissue in the wall of the esophagus was found. 

The esophagus is a relatively short tube, and a bolus of 
swallowed material is rather rapidly propelled through it. 
In the absence of some degree of obstruction minor or 
minimal defects may be difficult to demonstrate or detect. 


Indications for Surgical Treatment of Peptic Ulcer 


R. L. SANDERS, M.D., 
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Tuose of us who have had long ex- 
perience in the surgical treatment of peptic ulcer 
have observed a number of changes in the operations 
employed over the years. One by one, many of the 
procedures devised have been discarded, having failed 
too often to fulfill their objective of permanently 
relieving the patient of his ulcer and his symptoms. 
In current practice, the only operation which is con- 
sidered adequate in the vast majority of cases is gas- 
tric resection. In a small number, however, gastro- 
enterostomy still has a definite place, and in a few 
vagal resection is worth while as a supplementary 
procedure. In this discussion, I will review briefly 
the accepted principles of treatment of peptic ulcer 
and present my own views regarding the operation 
most suitable in different types of cases. 


It is well recognized that peptic ulcer is formed 
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by the corrosive action of gastric acids upon suscepti- 
ble areas of mucosa. The condition which is directly 
responsible is believed to be an excessive secretion 
of acids, sufficient to overcome the buffering effect 
of the digestive juices. Highly influential, if not the 
primary factor, in both the causation and perpetua- 
tion of the lesion seems to be a constitutional dis- 
order of a nutritional, chemical, hormonal, psychic, 
or neural nature. Once developed, moreover, the 
ulcer itself probably serves as a stimulant to gastric 
hypersecretion. 


DUODENAL ULCER 


Both medical and surgical treatment of duodenal 
ulcer is based upon the foregoing precepts. The in- 
ternist has been remarkably successful in counteract- 
ing the harmful effects of hyperacidity and pyloro- 
spasm by the administration of alkalies and anti- 
spasmodics, and by diets and sedation. A not incon- 
siderable number of patients whose ulcers have healed 
under these measures, however, suffer from chronic 
obstruction at the pylorus. In other patients, the ulcer 
perforates into the abdominal cavity or penetrates 
into major blood vessels, in the latter event giving 
rise to repeated and at times serious hemorrhage. 
Still others have ulcers of the so-called intractable 
type, which do not respond to any form of medical 
treatment. A large number have a combination of 
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these complications, incident to a lesion on both the 
anterior and posterior wall of the duodenum. From 
my experience, more than one-fifth of all duodenal 
ulcers fall into one or more of these categories. When 
such complications arise, the treatment becomes sur- 
gical. 

Obstructive Ulcers—Obstruction produced by ede- 
ma alone is in reality a feature of an intractable 
ulcer. In other cases, obstruction may be due to 
pyloric stenosis associated with edema and spasm in- 
cident to an active ulcer, or it may be produced by 
cicatricial contracture of the pyloric outlet, the ulcer 
having healed. For most patients with stenosis and 
an active ulcer, I perform a gastric resection on the 
principle that any active ulcer which fails to respond 
to medical measures is best treated by this method. 
Because of its simplicity and safety, however, I oc- 
casionally perform a gastroenterostomy for elderly 
patients with cicatricial obstruction of long duration, 
low acids, an atrophic gastric mucosa, and a dilated 
stomach; in this group, it is unlikely that the mucosa 
will regain its normal tone and produce another ulcer. 

Bleeding Ulcers—tIn my experience, one-third of 
all surgical duodenal ulcers are associated with some 
degree of bleeding incident to penetration into a 
blood vessel. The large majority are situated on the 
posterior wall. The bleeding appears most often as 
melena, though hematemesis is not uncommon. The 
amount varies according to the size of the blood 
vessel which has been penetrated; usually, the bleed- 
ing is mild but recurrent and is associated with per- 
sistent symptoms of ulcer, especially pain referred to 
the back from perforation into the head of the pan- 
creas. In another group, the bleeding recurs often 
or is practically constant, and perhaps even massive, 
obviously coming from a large vessel. 

Either hematemesis or melena should strongly sug- 
gest an ulcer when accompanied by the characteristic 
symptoms. Without the usual ulcer syndrome, hemor- 
rhage might easily arise from a lesion of the liver or 
spleen, or from ulcers or a growth in the intestine. 
Before any type of treatment is instituted, therefore, 
one should conduct an exhaustive clinical and roent- 
gen study to rule out these possibilities. Particularly 


should they be borne in mind in the event of recur- 
rent hemorrhage. 


The chief consideration in determining the neces- 
sity for operation in bleeding duodenal ulcer is the 
extent of the hemorrhage. A single mild episode 
with or without other symptoms is not sufficient rea- 
son for surgery. If the bleeding recurs often, how- 
ever, and is accompanied by persistent pain or if the 
patient has experienced one or two rather severe 
hemorrhages, an operation should be recommended. 


Although not all surgeons agree upon the treat- 
ment of massive hemorrhage, the majority of opin- 
ion favors continuous transfusion as an emergency 
measure to control the bleeding and raise the blood 
pressure to a satisfactory level before operation is 
undertaken. If no definite improvement is apparent 
within 12 to 24 hours after the onset, surgery should 
no longer be delayed, particularly if the patient is 
middle aged or older. In younger patients one may 
wait 36 to 48 hours to determine whether the hemor- 
rhage will respond to supportive treatment. In any 
case, a second massive hemorrhage calls for prompt 
surgical intervention. The proper procedure is sub- 
total gastrectomy. 


Intractable Ulcers So-called intractable duodenal 
ulcers are evidenced chiefly by more or less severe 
and persistent pain or discomfort. Many are multi- 
ple, and some degree of hemorrhage or inflammatory 
obstruction or both, or a chronic perforation, is fre- 
quently associated. With few exceptions, the acid 
values are high. 

Patients with this type of ulcer are usually ex- 
tremely nervous and incapable either of being re- 
lieved by medical treatment or of following the re- 
quired regimen. In such patients, the diagnosis should 
be unmistakable before operation is undertaken. In 
view of the various problems presented, resection is 
distinctly the procedure of choice; even so, the out- 
come may be disappointing. 

Acutely Perforating Ulcers—Every physician is fa- 
miliar with the picture of an acutely perforating 
ulcer. The diagnosis should be established with rela- 
tive ease by the history and physical signs alone, 
though the roentgen demonstration of air beneath 
the diaphragm will provide confirmatory evidence. 

An ulcer of this type has always been regarded 
as an indication for prompt surgery. Watchful wait- 
ing while stomach suction is employed, as recom- 
mended by the Engiish surgeons, is, in my opinion, 
a dangerous attitude. The real question is whether 
one should close the ulcer or perform a resection. 
If the patient is seen before signs of peritonitis ap- 
pear, or if the perforation is recurrent or hemorrhage 
is associated, resection is the better procedure. For 
the patient who is observed late, however, I still rec- 
ommend the teaching of closure as a life-saving meas- 
ure; if the symptoms persist, a definitive operation 
may be performed later. 

Many ulcer perforations are quite small, leakage 
is slight, and the opening is quickly closed by omen- 
tum or fat, or by some other structure. These present 
no emergency; in fact, they may heal completely 
under conservative treatment. Occasionally, however, 
the contents escape above the liver, producing a sub- 
phrenic abscess. In this event, the patient usually 
comes to surgery on account of the abscess. 
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PEPTIC ULCER—Sanders —continued 


GASTROJEJUNAL ULCER 


Gastrojejunal ulcers may appear at any time from 
a few days to many years after an operation for duo- 
denal ulcer. As a rule, they follow gastroenterostomy, 
and high acid values are almost invariably associated. 
The symptoms are similar to those of duodenal ulcer, 
though the pain is slightly lower and more to the left. 
Abdominal tenderness and rigidity, most pronounced 
at the site of the pain, are commonly elicited. Not 
infrequently, laboratory studies reveal occult blood 
in the stools and anemia. Roentgenograms are help- 
ful in the diagnosis but not conclusive, as the lesion 
is not always visualized. 

Since medical treatment gives only temporary re- 
lief of the symptoms of gastrojejunal ulcer, I regard 
surgery as imperative as soon as the patient can be 
prepared. The necessity for operation is increased 
in the presence of bleeding or an associated active 
duodenal ulcer. Signs of perforation onto the trans- 
verse mesocolon or into the transverse colon or peri- 
toneal cavity demand immediate surgery. 


For patients who have had a gastroenterostomy, the 
operative procedure consists, when feasible, of dis- 
connection of the stoma and subtotal resection. If 
the acids are excessive, the addition of a vagal resec- 
tion may be of value. Following a previous gastrec- 
tomy, a higher resection with vagotomy offers the 
best prospect of giving permanent relief. If the pa- 
tient is a poor risk, however, it may be best to com- 
promise with vagotomy alone. In the presence of an 
acute perforation of the ulcer, simple closure may 
be advisable in the interest of safety. I have observed 


a few patients who were permanently relieved by 
closure alone. 


GASTRIC ULCER 


Although gastric and duodenal ulcer are believed 
to arise from similar sources, the primary considera- 
tion upon which operation is based differs materially 
for lesions in the two locations. In ulcer of the 
stomach, one’s chief concern is the possibility of 
malignancy. The roentgenologist is often unable to 
determine whether an ulcer is benign or malignant, 
and not infrequently the pathologist has difficulty 
in making the distinction after the specimen has 
been removed. In my experience, 22 per cent of 
gastric ulcers have proved to be malignant. It is my 
belief, therefore, that even a short period of con- 
servative treatment is rarely justified, and recurrence 
of symptoms following a period of quiescence under 
medical caré is clearly an indication for surgery. Ob- 
viously, the only operation which effectually removes 
the danger of malignant change is resection. 
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OPERATIVE PRACTICE 


The morbidity and mortality following operations 
for peptic ulcer are materially influenced by the thor- 
oughness of the preoperative and postoperative care 
of the patient. Only in the presence of an acutely 
perforating ulcer, when time is a vital factor, is any 
departure from the use of rehabilitative measures per- 
missible before operation, and never after operation. 


The ultimate success of resection will depend to a 
large extent upon the amount of stomach removed. 
I have found that, for the average patient with duo- 
denal ulcer, excision of two-thirds of the stomach 
will afford permanent relief. A higher resection may 
be necessary if the acids are excessive or in the pres- 
ence of a gastrojejunal ulcer. In addition, I am using 
the Hoffmeister anastomosis almost exclusively, hav- 
ing observed that the patient is less likely to experi- 
ence difficulty postoperatively from too rapid empty- 
ing of the stomach. As a rule, I unite the jejunum 
to the stomach remnant posterior to the transverse 
colon. If the resection includes more than two-thirds 
of the stomach and the posterior operation is dif- 
ficult, an anterior anastomosis is made. The same 
principles are followed in resections for gastric ulcer, 
the only variation being for those high on the lesser 
curvature, which, fortunately, are seldom encoun- 
tered. In such cases, an almost total gastrectomy 
may be required. 


For the past twenty years or more I have been 
removing the greater omentum in all resections for 
carcinoma of the stomach and in most of those for 
benign gastric ulcer. Recently, I have employed this 
procedure in many resections for duodenal ulcer as 
well. I feel that it is justified in a large group of 
cases for the reason that most of the omental blood 
supply is destroyed during gastric resection and the 
organ thereafter ceases to perform a useful function, 
and, in addition, patients have a better postoperative 
recovery following its removal. 


CONCLUSIONS 


Because of its malignant potentialities, gastric ulcer 
should be treated by resection. In a considerable 
number of cases, the distinction between a benign 
and a malignant ulcer is difficult clinically and, at 
times, at Operation. 


Surgical treatment of duodenal ulcer is required 
only in the presence of complications. Gastrojejunal 
ulcer, by its very nature, is a surgical problem. The 
operative procedure should be chosen with regard to 
the location and type of the ulcer, the laboratory find- 
ings, and the age and condition of the patient. With 
comparatively few exceptions, current opinion is in 
favor of gastric resection, experience having shown 
that, by this means, patients are most likely to be 
restored to an active and comfortable existence. 
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Excision of two-thirds of the stomach is sufficient 
to afford the majority of patients permanent relief, 
though a more extensive resection may be necessary 





WALTER A. 


A\ppROXIMATELY 10 per cent of 
all persons over 40 years of age have one or more 
diverticula in the colon. It is generally stated that 
diverticula are more frequent in overweight persons, 
but this is not- borne out by statistics. Only 47 per 
cent of patients with diverticula are overweight. 
Thirty-three per cent are of normal weight and 10 
per cent are actually underweight. Thus the per- 
centage of overweight diverticula-bearing patients is 
no more than the national average of overweight in- 
dividuals in our entire population. 


CAUSE AND OCCURRENCE 

There are three important factors in the causation 
of colonic diverticula. The first is the inherent areas 
of weakness in the bowel wall at the points where 
the terminal blood vessels of the bowel penetrate the 
muscularis. The second is the degenerative changes 
which occur in all the musculature in middle life. 
The third and probably immediate cause is the reten- 
tion of gas and hard stool, particularly in the sig- 
moid. Under these circumstances the resulting spasm 
and peristaltic action frequently will produce a “blow 
out” in weakened areas of the bowel. It is my opinion 
that the social dictum which demands the indefinite 
retention of flatus and the opprobrium attached to 
its indiscriminate expulsion is also a potent factor in 
the formation of diverticula. If our social usage paral- 
leled the old Chinese custom in reverse, I feel sure the 
incidence of diverticula would be reduced. 
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Changing Concepts in Treatment of 
Diverticulosis and Diverticulitis 


FANSLER, M. D., Minneapolis, Minnesota 


for a gastric ulcer high on the lesser curvature, or a 
duodenal or gastrojejunal ulcer associated with ex- 
cessive acids. 

In many cases, removal of the greater omentum in 
connection with gastric resection is desirable. 








In approximately 75 per cent of patients diver- 
ticula are limited to the sigmoid and lower descend- 
ing colon. This is in keeping with the concept as 
to the cause of their formation. This portion of the 
bowel is more tortuous and sacculated, and the stool 
is more formed than in the more proximal portion 


of the colon. Because of these conditions greater 
peristaltic force is required to propulse the gas and 
fecal content. This segment of bowel is also the 
portion which is most frequently and constantly dis- 
tended by retained stool and flatus. 

Clinically it has been customary to classify patients 
as having either diverticulosis or diverticulitis. I be- 
lieve such a clear-cut distinction to be erroneous. In 
my opinion the presence of diverticula is almost in- 
variably associated with some inflammatory change. 
While in many instances the inflammation is too slight 
to produce constant clinical symptoms, I seldom see 
a patient with an appreciable number of diverticula 
who does not occasionally have symptoms indicating 
some degree of inflammation. 


MEDICAL TREATMENT 


The vast majority of patients with diverticula do 
not present sufficient symptoms to justify surgical 
intervention. In these patients the symptoms of di- 
verticula are not distressing nor disabling, and if the 
significance of the condition is adequately explained, 
patients are satisfied and usually prefer to carry on 
under medical management. The usual smooth diet, 
proper rest, prevention of constipation, the use of a 
bowel relaxing agent, and perhaps occasional courses 
of sulfathaladine or sulfasuxidine are sufficient to 
keep them symptom free or at least relatively so. 

Medical treatment with sulfonamides, antibiotics, 
and nasal suction have also almost eliminated the 
necessity of emergency surgery in the majority of 
the cases of acute diverticulitis either with or without 
obstruction. In the past these patients were usually 
considered candidates for emergency surgery. The 
procedure of choice was a transverse colostomy to be 
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followed by resection of the diseased bowel later. 
Under present conditions, if nasal suction is instituted 
and antibiotics are given, in most instances the inflam- 
mation will subside sufficiently to relieve the obstruc- 
tion, and the necessity for an emergency colostomy is 
eliminated. Acute symptoms may subside entirely, 
but usually where the involvement of the colon is suf- 
ficient to produce obstruction symptoms, later resec- 
tion of the diseased segment is advisable. 


SURGICAL TREATMENT 


The group of patients in which surgical treatment 
is mandatory include those acute cases which do not 
respond to the medical regimen just suggested and 
those with peridiverticular abscess, colovesicle, or colo- 
vaginal fistula, and other intractable complications. 
Also included in this group are those patients who 
give a history of recurrent attacks with fever, leuko- 
cytosis, localized pain and tenderness, and obstructive 
symptoms. 

There is a second group in which surgery is not 
mandatory as a life saving measure but in which the 
best interests of the patient may be served by surgical 
intervention. It is this intermediate group which I 
wish particularly to discuss. Hesitancy to advise sur- 
gical intervention in elective cases of colon disease 
stems from the high mortality rate which existed in 
colon surgery before the days of sulfonamides, anti- 
biotics, and improved preoperative and postoperative 
therapy. The fact that the risk from colon surgery 
has been reduced to as little or less than gallbladder 
surgery has not entirely caught up with medical think- 
ing. The physician who will advise a cholecystectomy 
at the first click of a gallstone hesitates to advise a 
colon resection for symptoms which may be far more 
aggravating and potentially dangerous. 


There are two chief indications for surgery in this 
elective group. The first is the inability definitely to 
rule out the presence of a tumor by proctoscopic and 
roentgenologic examination. Distortion of the in- 
volved segment of the bowel by inflammatory changes 
or spasm not infrequently render positive diagnosis 
impossible. Seventy per cent of colonic new growths 
occur in the sigmoid, and a complicating carcinoma 
or adenoma is not too infrequent in cases of diverticu- 
lar disease. My observation has been that the most 
significant clinical finding in such cases is small blood 
streaks or clots on a normal bowel wall during procto- 
scopic examination. Such findings almost invariably 
indicate the presence of a polyp or carcinoma. I 
feel so strongly about the significance of this par- 
ticular finding that where such blood is noted and 
the roentgen-ray findings are inconclusive, I invaria- 
bly advise exploratory operation. Resection of such 
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a diseased segment is justifiable in any circumstances, 
and seldom will the surgeon fail to find a tumor. 


The second group includes those who have con- 
stant or recurrent symptoms sufficient to cause the 
patient real discomfort and distress. These symptoms 
may not be severe enough to confine the patient to 
bed but do cause mental and physical distress and 
interfere with his business and social activities. Symp- 
toms usually consist of attacks of bloating, cramps, 
and abdominal discomfort. There are recurrent at- 
tacks of constipation sometimes followed by diarrhea, 
and accompanied by pain and tenderness in the af- 
fected area of the colon. There may or may not be a 
slight rise in temperature, increased leukocyte count, 
and increased sedimentation rate. The roentgen-ray 
findings usually show some bowel distortion, numer- 
ous diverticula, spasm, and frequently evidence of ac- 
tive or old inflammatory changes. Such signs and 
symptoms are a matter of degree, and the patient and 
physician must decide whether the individual pa- 
tient’s best interests are to be served by medical or 
surgical management. I am not advocating surgical 
intervention in all of these borderline cases, but I do 
wish to point out that in the past many of these pa- 
tients have been treated by medical measures when 
surgery would have been a more satisfactory approach. 
I believe the patient who has a degree of diverticular 
disease sufficient to cause noticeable discomfort and 
whose roentgen-ray findings show definite evidence 
of the disease should be considered a candidate for 
surgical care. 


The surgical procedure of choice is segmental re- 
section of the involved portion of the bowel with 
primary anastomosis. In patients who are good sur- 
gical risks the risk is minimal and hospitalization 
averages seven days. Since colestomy is not involved 
the patients are usually willing to accept the surgery. 


CONCLUSION 


In conclusion it is conceded that the large ma- 
jority of patients with diverticulosis or diverticulitis 
are best treated by medical and dietary measures. I 
do believe, however, that the advantages of surgical 
treatment are not being given sufficient considera- 
tion and that many patients are being continued on 
a medical regimen where surgical intervention would 
be a more satisfactory answer to the patient's problem. 


Cerebral Palsied Children Need Visual Aid 


A large number of cerebral palsied children also suffer 
eye defects which often can be corrected and should be 
given attention, a New York physician reported. Dr. Arnold 
S. Breakey, Lenox Hill Hospital, said in the June issue of 
the Archives of Ophthalmology, that more than half of all 
cerebral palsied children are victims of eye defects, and that 
correction of these defects could be an important factor in 
the total rehabilitation of the patient. 











CASE REPORTS 


INTESTINAL LIPODYSTROPHY (WHIPPLE'S DISEASE) 


F. CLARK DOUGLAS, 


AMonGc the various chronic debili- 
tating diseases is a rare pathologic state of unknown 
cause described by Whipple in 1907 and character- 
ized by a “gradual loss of weight and strength, stools 
consisting chiefly of neutral fat and fatty acids, in- 
definite abdominal signs, and a peculiar multiple 
arthritis." Whipple originally proposed the term in- 
testinal lipodystrophy for this syndrome, and since 
then it has been known by this name as well as in- 
testinal lipogranulomatosis and by the eponym of 
Whipple’s disease. 


The symptoms and findings are not pathognomonic 
although they are reasonably uniform. The clinical 
picture closely simulates the sprue syndrome. The 
disease is encountered almost exclusively in males, 
usually in the fifth and sixth decades of life. Pro- 
gressive and marked loss of weight, weakness, and 
lassitude are prominent symptoms. Nearly all patients 
complain of gastrointestinal dysfunction, consisting 
of distention, pain, constipation, anorexia, nausea, or 
vomiting. Diarrhea occurs but may arise late in the 
course of the disease. Migratory polyarthritis is fre- 
quent but does not commonly result in joint de- 
formity. The occurrence of unexplained fever may 
be a puzzling symptom. Melena and chronic cough 
also may be observed. Hypotension is generally pres- 
ent, and often there is a brownish pigmentation of 
the skin and oral mucosa, suggesting Addison's dis- 
ease. Purpura and slight generalized lymphadenopa- 
thy are found in some patients. The emaciation is 
often of striking degree. Anemia is a rather constant 
feature. This apparently is on a nutritional basis, 
although detailed studies concerning the type of 
anemia are not available. Recently, Lepore has sug- 
gested that anemia may result from chronic blood 
loss from the gastrointestinal tract in some instances.‘ 
Fecal analyses, when performed, have shown the 
presence of excessive amounts of fat. Defective ab- 
sorption of protein and carbohydrate in some cases 
has been evidenced by hypoproteinemia and a flat 
oral glucose tolerance curve. Achlorhydria is fre- 
quent, and hypocalcemia and eosinophilia may be 
present. Radiologic study is characterized by hypo- 
motility and a “deficiency” pattern in the small in- 
testine. With a few exceptions in the recent litera- 
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ture, the disease has had a uniformly fatal outcome 
from one to five years after onset. Its occurrence is 
rare as indicated by the fact that only some 40 or 50 
cases have been reported. Undoubtedly the incidence 
is higher than is apparent, and many cases likely have 
been diagnosed as lymphoma, Addison’s disease, sar- 
coidosis, sprue, pancreatitis, and other debilitating 
states. 

The pathologic lesions of this disease are charac- 
teristic. There are two distinctive findings. First, 
there is a macrophagocytosis of the small intestine 
which occasionally involves the proximal colon. The 
tunica propria of the small intestine becomes laden 
with large foamy macrophages, and there may or 
may not be dilated lacteals present. The second fea- 
ture is the enlargement of the mesenteric lymph 
nodes which are involved by pronounced lipogranu- 
lomatosis. The material contained in the macrophages 
is of unknown composition. It does not take a fat 
stain but does stain with Schiff’s periodic acid, thus 
probably identifying it as a glycoprotein or some 
other type of polysaccharide. In addition to the pres- 
ence of this Schiff’s positive material, increased ac- 
cumulation of fat is seen in the intestinal mucosa and 
in the lymph nodes and can be appropriately demon- 
strated by the fat stains. 

The etiology of this condition remains unknown, 
although several theories of pathogenesis have been 
proposed. Hendricks postulated that it is a general- 
ized disease affecting the absorptive function of the 
gastrointestinal tract.' He considered that this results 
in the gradual accumulation in the intestinal mucosa 
of macrophages which are filled with the Schiff's 
positive material. The macrophages thus mobilized 
in the intestine and the draining lymph nodes engulf 
any other substance’ available to them in these sites. 
In the case of this disease, such substances made read- 
ily available are fats and fatty acids. The lipid mate- 
rials which are available in larger amounts to the 
phagocytes eventually dominate the picture, resulting 
in the characteristic lipogranulomatosis. It seems 
probable that the presence of this phagotaxic substance 
is due to a fault in the enteric epithelium which also 
leads to a failure of absorption of nonlipid nutritive 
materials, that is, carbohydrate and protein, and thus 
results in eventual starvation of the patient. There 
is indication of prior infection or allergy in some 
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of the cases, and such factors may conceivably have 
a bearing on the pathogenesis. 


Plummer and Peterson postulated that this con- 
dition was closely related to the collagen diseases.*: 7 
In support of this concept can be mentioned the 
frequent occurrence of polyarthritis which is prac- 
tically indistinguishable from that seen in rheuma- 
toid arthritis. The frequent finding of polyserositis 
and the occurrence of endocarditis in some patients 
are other histologic evidences consistent with a dif- 
fuse collagen process. The condition also has a broad 
clinical resemblance to adrenocortical insufficiency as 
noted by the clinical features of hypotension, skin 
pigmentation, and increased susceptibility to non- 
specific stress and infection. Plummer originally pro- 
posed that ACTH and cortisone might be of benefit 
in such cases." Proof of this contention has been 
documented by Jones, who reported a remission in a 
female patient by the use of ACTH and cortisone.’ 
Janowitz has reported remission with the use of corti- 
sone alone.” 


Plummer noted an interesting finding in a 22 year 
old white man with the typical syndrome of intestinal 
lipodystrophy and with biopsy proof of this diag- 
nosis. This patient failed to respond to adequate 
dosage of cortisone administered over a period of six 
weeks, but subsequently had a complete remission 
from the use of ACTH. In explaining the failure 
of cortisone, but the success of ACTH therapy, Plum- 
mer suggested that some of the corticosteroids in ad- 
dition to compound E were responsible for the bene- 
fits. He particularly mentioned the effect of com- 
pound A, which experimentally has been shown to 
enhance fat absorption. This hypothesis does not seem 
tenable in light of other recent reports, particularly 
that of Lepore, who documented a case of biopsy- 
proven intestinal lipodystrophy with remission occur- 
ring on ACTH, cortisone, and subsequently with 
hydrocortisone. This last patient has now been in 
remission for a period of a year following the estab- 
lishment of the diagnosis.‘ 

As can be seen from the foregoing discussion, the 
diagnosis of Whipple’s disease can be made with cer- 
tainty only by histologic examination. Laparotomy 
with biopsy of a mesenteric node is the only means 
of confirming the diagnosis prior to death. The most 
prominent diseases which enter into the differential 
diagnosis have been mentioned. Whipple’s disease 
differs from sprue in that glossitis and macrocytic 
anemia do not occur, and there is no response to liver 
extract, folic acid, or vitamin Bys. In ruling out pan- 
creatic insufficiency, qualitative and quantitative ex- 
aminations of the pancreatic enzymes in intestinal 
lipodystrophy have been found normal. Lepote ad- 
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ministered full dosages of pancreatic extract to his 
patient with this disease and found no definite im- 
provement, again indicating that deficiency of pan- 
creatic function is not a factor in the absorptive de- 
fect. Although adrenocortical insufficiency is sug- 
gested by the clinical picture, the usual tests for 
Addison’s disease are not positive, and microscopic 
examination of the adrenal glands has not shown the 
typical appearance seen in adrenocortical atrophy. 


CASE REPORT 


A 54 year old farmer sought medical attention because 
of intermittent indigestion and constipation of 20 years’ 
duration. For one year he had noted abdominal soreness, 
which had been progressive during the past five or six weeks 
and was accompanied by intermittent episodes of cramping, 
right lower quadrant pain, excessive flatulence, frequent 
belching, and abdominal distention. Pronounced nausea had 
been present for two weeks, and on two occasions he had 
noted his stools to be almost black. He had experienced 
anorexia and had lost 37 pounds in weight. 


Physical examination revealed marked emaciation. The 
blood pressure was 88/60, and the abdomen was moderately 
tender. The remainder of the physical examination was 
essentially normal. The hemoglobin was 5.2 Gm., the red 
blood cell count 3.62 million, and the white blood cells 
11,500 per cubic millimeter. A reticulocyte count was 0.8 
per cent. Gastric analysis on three occasions revealed no 
free hydrochloric acid. The stool contained 4 plus occult 
blood. Repeated examinations of the gastrointestinal tract 
radiologically revealed a consistent narrowing in the region 
of the pylorus and marked delay in gastric emptying. Gas- 
troscopy revealed atrophic gastric mucosa. 


A laparotomy was performed, and a stenotic pylorus 
which admitted only the.tip of the little finger was found. 
The other abdominal viscera appeared normal, although no 
mention was made of mesenteric nodes. Following a pos- 
terior gastroenterostomy, the patient improved and regained 
23 pounds in weight. It is interesting to speculate that this 
benefit may have occurred as a result of the adrenal stimu- 
lation resulting from the stress incident to operation. The 
patient complained of some soreness and stiffness of a gen- 
eralized nature, but aside from this had no other symptoms 
to suggest arthritis. The original symptoms soon returned, 
and another laparotomy was performed in another locality. 
At this time there was found a constriction in the area of the 
transverse colon which had caused rather marked narrow- 
ing of the colon with a mild volvulus. Again, temporary 
improvement followed this procedure. 


It became necessary to give the patient repeated blood 
transfusions because of anemia. Approximately one year 
after the onset of his symptoms of weight loss and abdom- 
inal soreness, he had again deteriorated to his original state 
of malnutrition, and he was given cortisone in the amount 
of 50 mg. daily, with supplemental potassium chloride and 
vitamins. Some benefit accrued from this therapy, but 
again it was short-lived. His constipation became inter- 
rupted by bouts of diarrhea. The stools were typical of 
steatorrhea. Intermittently, he noted small amounts of dark 
blood in his stools. His subsequent course was one of pro- 
gressive emaciation, debility, and anemia. He died approxi- 
mately 18 months following the original onset of abdominal 
soreness. 


At autopsy the typical findings of intestinal lipodystrophy 
were observed. There were numerous markedly enlarged 
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mesenteric nodes. Microscopically, these showed the ac- 
cumulation of excessive amounts of fat and of large foamy 
macrophages which stained positive with Schiff’s periodic 
acid. The intestinal mucosa was similarly infiltrated with 
fatty material and with the characteristic macrophages, giv- 
ing the typical picture of lipogranulomatosis. The endo- 
cardium was normal, but a moderate fibrous pericarditis 
was observed. 


SUMMARY 

Intestinal lipodystrophy is a chronic debilitating 
disease of unknown etiology. It is characterized by 
weight loss, disturbed gastrointestinal function, ane- 
mia, and frequently by polyarthritis, fever, and skin 
pigmentation. The distinctive pathologic features in- 
clude the accumulation of large macrophages contain- 
ing fat and a substance believed to be a glycoprotein 
in the mesenteric lymph nodes and intestinal mucosa. 
Remissions in this previously fatal disease have been 
reported recently following therapy with ACTH and 
cortisone. A typical case of this condition has been 
reviewed. 
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CLINICS 


Dallas Southern Clinical Society, Dallas, March 12-14, 1956. Dr. 
Alvin Baldwin, Jr., Dallas, Pres.; Miss Helga Boyd, Medical Arts 
Bldg., Dallas 1, Executive Secy. 


Central Texas Spring Clinic, Waco, 1956. Dr. James T. Archer, Meri- 
dian, Pres.; Dr. Milton Spark, 121 Dallas, Waco, Secy. 


International Medical Assembly of Southwest Texas, San Antonio, Jan. 
23-25, 1956. Dr. John C. Parsons, 1125 Nix Professional Bldg., 
San Antonio, Secy. 


New Orleans Graduate Medical Assembly, New Orleans, Feb. 27- 
March 1, 1956. Dr. Donovan C. Browne, New Orleans, Pres.; 
Dr. Maurice E. St. Martin, Room 103, 1430 Tulane Ave., New 
Orleans 12, Secy. 


North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls, Sept. 17, 1955. Dr. E. C. Bebb, Broad, Wichita Falls, Chm. 


Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 24- 
27, 1955. Miss Alma F. O’Donnell, 512 Medical Arts Bldg., Okla- 
homa City 2, Executive Secy. 


Postgraduate Medical Assembly of South Texas. Dr. C. Forrest Jorns, 
5644 Lawndale, Houston, Secy. 


State Tumor Conference, Wichita Falls, April 4, 1956. Dr. Bailey 
R. Collins, 92514 Scott, Wichita Falls, Director. 
BOARD EXAMINATIONS 


Texas State Board of Examiners in Basic Sciences. Mrs. Betty Ratcliff, 
407 Perry-Brooks Bldg., Austin, Chief Clerk. 

Texas State Board of Medical Examiners. Dr. M. H. Crabb, 1714 
Medical Arts Bldg., Fort Worth, Secy. 


POSTGRADUATE COURSES OFFERED 


Obstetrics and Gynecology, Tuesday and Thursday eve- 
nings, August 25-September 22, Houston. A series of 
courses covering various phases of obstetrics and gynecology 
is being presented by the University of Texas Postgraduate 
School of Medicine in cooperation with the Texas Medical 
Association, the Texas State Department of Health, and the 
Texas Academy of General Practice. They are being held 
at the M. D. Anderson Hospital and Tumor Institute, and 
the tuition fee is $10 per course. Full information and de- 
scription of courses may be obtained by writing to The Uni- 
versity of Texas, Postgraduate School of Medicine, Texas 
Medical Center, Houston 25. 

Anesthesiology, September 28-30, Houston. Dr. William 
S. Derrick, head of the Section of Anesthesiology at the M. 
D. Anderson Hospital and Tumor Institute, will direct the 
three day course, which will be held at the Texas Medical 
Center. It will be sponsored by the University of Texas 
Postgraduate School of Medicine and Dental Branch, in co- 
operation with the Texas Medical Association, the Texas 
State Department of Health, and the Texas Academy of 
General Practice. Preparation of the patient, new drugs in 
anesthesia, pediatric anesthesia, and anesthetic problems are 
a few of the topics to be discussed. Tuition is $75, and 
complete information may be obtained from the Postgradu- 
ate School of Medicine, Texas Medical Center, Houston 25. 


Symposium on Pulmonary Diseases, September 26-30, 
Denver. The eighth annual Symposium on Pulmonary Dis- 
eases will be held at Fitzsimons Army Hospital, and will 
be co-sponsored by the hospital, the University of Colo- 
rado School of Medicine, and the American Trudeau Society. 
Registrants will receive copies of the lectures presented. The 
Director of Postgraduate Medical Education, University of 
Colorado Medical Center, 4200 East Ninth Avenue, Denver 
20, can supply detailed programs and application blanks. 

Occupational Skin Problems, October 10-14, Cincinnati. 
The objective of this course is to give physicians a better 
understanding of cutaneous problems of occupational origin. 
It is sponsored by the Institute of Industrial Health of the 
University of Cincinnati. Further information may be ob- 
tained by writing to the Secretary, Institute of Industrial 
Health, Kettering Laboratory, Eden and Bethesda Avenues, 
Cincinnati 19. 


PERSONALS 


Dr. Edward M. Wier, Fort Worth, has been appointed 
chairman of the Medical Advisory Council of the Warm 
Springs Foundation. 


Dr. James N. Walker, Fort Worth, has been appointed 
to the subcommittee, District 7, for Geographical Distribu- 
tion of Pediatricians, American Academy of Pediatrics. 

Nine members of the Texas Medical Association are now 
diplomates of the American Board of Pediatrics. They are 
Drs. Charles Robert Smith, Ben Witcher Denny, and C. 
James Krafft, Dallas; Randall D. Nyman and George A. 
Stewart, Jr., Fort Worth; William A. Spencer, Houston; 
Howard A. Britton, San Antonio; Juanita Thacker Hart, 
Bellaire; and John Wilder Griffin, Corsicana. 


Certificates of fellowship in the American College of 
Chest Physicians have been awarded to Drs. Milton V. 
Davis, Dallas; H. B. Eisenstadt, Port Arthur; Paul Klinger, 
San Antonio; Morton L. Podolsky, Port Arthur; and Robert 
L. Yelderman, Rosenberg. 


Dr. Robert D. Mertz, Corsicana, has been certified as a 
diplomate of the American Board of Ophthalmology. 

Drs. Hugh Elbert Alexander, Beaumont; J. W. Paul, Jr., 
and W. L. Coleman, Victoria, are new members of the 
American Academy of General Practice. 


Dr. Truman G. Blocker, Jr., Galveston, was on the pro- 
gram of the British Plastic Surgery Association, which met 
in Oxford in the summer. He also attended the Interna- 
tional Society of Surgery’s meeting in Copenhagen, the First 
International Congress of Plastic Surgery in Stockholm, and 
the meeting of the German Society for Maxillo-Facial Sur- 
gery in Hamburg, where he presented a paper. His wife 
and daughter, Anne, accompanied him. 


Dr. Ray K. Daily, Houston, attended the meeting of the 
French Ophthalmological Society in Paris early in the 
summer. 

Dr. Gilbert H. Fletcher, Houston, presented a paper at 
the Seventeenth Midsummer Radiological Conference of the 
Rocky Mountain Radiological Society in Denver in August. 

Dr. William A. Spencer, Houston, was a guest speaker 
at the Institute on Rehabilitation of Neuromuscular Dis- 
eases and Rheumatic Diseases held in September in Omaha. 

Dr. Herman Wing, formerly of Austin, is the new medi- 
cal-legal director of the Transit Casualty Company, St. Louis. 

Dr. J. H. Caton, Eastland, past vice-president of the Texas 
Medical Association, retired from active practice on August 
1 after having spent more than 50 years in general practice. 

Dr. Tom E. Smith, Dallas, has been elected chairman of 
the board of directors of Western Bankers Life Insurance Co. 

Dr. Z. W. Hutcheson, Andrews, is the new director of the 
West Texas Chamber of Commerce representing Andrews. 

Dr. J. C. Terrell, Stephenville, has been elected a director 
of the Continental National Bank of Fort Worth. 

Dr. Andrew S. Tomb, Victoria, is a new member of the 
advisory board of Texas Business Developments, Inc. 

Dr. Gay T. Woodard, Dallas, has been appointed to the 
board of directors of the American Bank & Trust Company. 

Dr. A, F. Garner, Grandview, celebrated his ninetieth 
birthday on June 13. 

Miss Jerry Nell Reeves became the bride of Dr. Edwin 
B. Dempsey in a ceremony June 19 in Wellington. Dr. 
Otto C. Walling, Jr., and Miss Lucille Isham were married 
on June 26 in Greenville. Miss Betsy Strange and Dr. John 
H. Keller, Jr., were married on July 16 in Wortham. Dr. 
Earl Edwin Brooks was married to Miss Carolyn Dean Hale 
on July 10 in Bogata. 
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SOUTHERN MEDICAL ASSOCIATION 


More than 3,000 of the 10,000 members of the Southern 
Medical Association are expected to attend its meeting in 
Houston from November 14 to 17. Approximately 300 
papers by outstanding researchers and practitioners in all 
of the major fields of medicine and surgery will be pre- 
sented during meetings of the 20 scientific sections. 

Dr. Denton Kerr, Houston, is chairman of the General 
Committee on Arrangements in Houston; and Dr. Milford 
O. Rouse, Dallas, is chairman of the Membership Promo- 
tion Committee for Texas, assisted by Dr. Hardy A. Kemp, 
Houston; Dr. C. Ferd Lehmann, San Antonio; Dr. Robert 
D. Moreton, Fort Worth; and Dr. James W. Rainer, Odessa. 





Left: Dr. Denton Kerr, Houston, General Chair- 


man on Arrangements. Right: Dr. Milford O. 
Rouse, Dallas, Chairman of the Council of the 
Southern Medical Association. 


Several major specialty groups are planning to meet con- 
currently with the Southern Medical Association. They will 
include the American College of Chest Physicians, Southern 
Chapter; Association for Research in Ophthalmology, South- 
ern Gynecological and Obstetrical Society, Women Physi- 
cians, and the Southern Society of Cancer Cytology. 

More than 200 technical and scientific exhibits will be 
housed in the Exhibit Hall of the Shamrock Hotel, and the 
general registration desk will be located in the entrance of 
the Exhibit Hall. 

There will be two general sessions of the membership. 
At the opening assembly, to be held in the Emerald Room, 
Dr. Robert L. Sanders, Memphis, Tenn., will deliver the 
presidential address, “Values in the Practice of Medicine.” 
Francis P. Gaines, Ph. D., special guest of the President, 
will then speak on “The Range of Loyalty.” Dr. Gaines is 
president of Washington and Lee University. At the annual 
dinner and President’s night Wednesday evening, an elec- 
tion of officers will be held and Dr. W. Raymond McKenzie, 
Baltimore, will be installed as the new President. 

On Tuesday and Wednesday, the annual golf tournament 
will be held at the Lakeside Country Club, and three major 
trophies will be awarded. 

The Woman’s Auxiliary of the Association will also 
hold its annual session during the same dates, and will have 
headquarters in the Rice Hotel. A full program of social 
events, entertainment, tours, and of course, necessary busi- 
ness, has been planned. Mrs. John J. O'Connell, St. Louis, 
will succeed Mrs. Louis K. Hundley, Pine Bluff, as Presi- 
dent at the close of the meeting. 

The Housing Bureau, Box 1267, Houston, will accept all 
requests for hotel accommodations, and a formal hotel reser- 
vation form appears in current issues of the Southern Med- 
ical Journal. 

An official post-convention tour of Mexico will leave 
Houston by air on Thursday afternoon for ten days. The 
tour, arranged by the International Travel Service, Inc., 
Chicago, will include visits to Teotihuacan, Xochimilco, 
Cuernavaca, Taxco, and Acapulco. An adjourned session of 
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the 1955 annual meeting will be held with local physicians 
in Mexico, D. F., on November 19. An official tour folder 
may be obtained by writing to the Southern Medical Asso- 
ciation, Empire Building, Birmingham. 


TEXAS PEDIATRIC SOCIETY 


The Texas Pediatric Society will meet October 21-22 in 
Galveston, and a full program of scientific presentations 
and entertainment has been planned. 


Guest speakers will be Drs. William L. Bradford, Roches- 
ter, N. Y.; Kenneth C. Johnston, Chicago; and Carl H. 
Smith, New York. Each guest speaker will present two 
papers. Dr. Bradford’s topics will be “Parapertussis’ and 
“Infections of the Newly Born Infant’; Dr. Johnston will 
present “Congenital Anomalies of the Larynx” and ‘“Man- 
agement of Esophageal Disease in Infants and Children”; 
and Dr. Smith will discuss “Anemias of Infancy and Child- 
hood” and “Recent Trends in the Management of Common 
Blood Disorders in Infancy and Childhood.” 


Dr. Arild E. Hansen, University of Texas Medical Branch, 
Galveston, will talk on “Significance of Fat in the Diet of 
Infants.” ‘‘Paroxysmal Tachycardia in Children” will be the 
topic of a presentation by Dr. Alvis F. Johnson, Jr., Uni- 
versity of Texas Southwestern Medical School, Dallas. Dr. 
Fred M. Taylor, Baylor University College of Medicine, 
Houston, will speak on “Medical Management of Certain 
Behavior Disorders in Children.” 


The entertainment agenda will feature a cocktail party, 
banquet and dance, luncheon for the ladies, and a breakfast. 
Reservations should be made as early as possible. 


SOUTHWESTERN SURGICAL CONGRESS 


The Southwestern Surgical Congress held its seventh an- 
nual meeting in Kansas City from September 5 to 7. The 
program included scientific papers, panel discussions, round- 
table luncheons, and entertainment. 

Guest speakers were Dr. William P. Longmire, Jr., 
Santa Monica, Calif.; Dr. Frederick L. Reichert, San Fran- 
cisco; and Dr. J. Englebert Dunphy, Boston. Texas physi- 
cians who presented scientific papers included Drs. Wil- 
liam M. Blair, Wharton; Edgar J. Poth and G. W. N. 
Eggers, both of Galveston; Frank H. Kidd, Jr., Dallas; Mil- 
ton V. Davis, Dallas; and P. L. Day and J. J. Hinchey, both 
of San Antonio. Dr. Robert R. Shaw, Dallas, participated 
in a panel discussion on cardiac surgery. 

A few of the topics discussed included ‘Psoas Fibro- 
sitis in the Differential Diagnosis of Lower Abdominal 
Disease,” “Urological Pathology Mimicking Intra-Abdominal 
Conditions,” “Hypothemia for Surgical Procedures,” “Re- 
section and Homologous Grafting of the Terminal Aorta 
and Iliac Arteries for Occlusive Disease,” “Recognition of 
Surgical Pneumonitis,”’ “Plantar Surfaces and the Weight 
Bearing Problem,” “Esophageal Perforations,’’ and ‘‘Post- 
Spinal Anesthesia Osteomyelitis of the Lumbar Spine.” 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY 


Applications for certification for the 1956 Part I exami- 
nations of the American Board of Obstetrics and Gynecology, 
Inc., are now being accepted. Candidates making application 
or requesting the reopening of an application must do so 
before October 1. Applications are to be accompanied by a 
list of hospital admissions as outlined in the current bulletin 
of the Board. The next scheduled examination will be held 
in various cities on February 3, 1956. Current bulletins may 
be obtained by writing to Dr. Robert L. Faulkner, Secretary, 
American Board of Obstetrics and Gynecology, 2105 Adelbert 
Road, Cleveland 6. 
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SOUTHWESTERN ‘RADIOLOGICAL SOCIETY ORGANIZED 


Any interested physician is invited to attend meetings of 
the newly organized Southwestern Radiological Society, 
which has dinner at 6:30 p. m. the second Monday of each 
month at the Paso del Norte Hotel, El Paso, followed by a 
period of study and discussion of x-ray films presented by 
members or guests. 


Radiologists from Ciudad Juarez, Chihuahua, Mexico; Las 
Cruces, N. Mex.; William Beaumont Army Hospital, Fort 
Bliss; and El Paso have attended meetings thus far, and inter- 
est has been evident in Carlsbad and Albuquerque, N. Mex. 


Dr. Gordon Black, 1501 Arizona, El Paso, currently is 
secretary. It is planned that all members of the group will 
take their turn at being the secretary and the moderator of 
the meetings, the holder of each of these positions being 
changed each six months. 


Southwest Regional Cancer Conference 


The Ninth Annual Southwest Regional Cancer Confer- 
ence will be held in Fort Worth September 21-22. The 
meeting will be sponsored by the Tarrant County Medical 
Society and the Texas Division, American Cancer Society. 
At the evening meeting on September 21, Dr. J. J. Andujar 
will be moderator of a panel discussion consisting of clinical 
summary, radiologic findings, and pathologic findings on 
cases of tumors of the head and neck. The following day 
will be devoted to scientific talks on tumors of the head 
and neck. Guest speakers will be Dr. John R. McDonald, 
Mayo Clinic, Rochester, Minn.; Dr. Edgar L. Frazell, Me- 
morial Hospital for Cancer and Allied Diseases, New York; 
and Dr. L. L. Robbins, Massachusetts General Hospital, 
Boston. 


GP Congratulates W. E. Syers 


W. E. Syers, public relations counsel for the Texas Med- 
ical Association, rated an editorial in the July, 1955, GP 
for his part in a panel discussion on “Preserving the Doc- 
tor’s Life and Usefulness” which opened the 1955 American 
Academy of General Practice assembly. 


GP congratulated Mr. Syers on making the doctors ad- 
vise themselves by means of a questionnaire sent to hun- 
dreds of Academy members on which they were asked to 
list their professional “headaches” and tell what might be 
done to relieve them. The three chief problems listed were 
fees collections, insurance papers, and telephones. 


From the suggestions given by the doctors and from his 
own background, Mr. Syers proposed that each physician 
(1) stop and think for a while, reviewing his objectives, 
problems, and possible solutions; (2) make a time study 
of himself and perhaps rebudget his time; (3) seek com- 
petent counsel in the areas in which he seems to need help; 
and (4) examine his referral relationships with other doc- 
tors for inefficiency and ineptness. 


W. F. MENGERT SOCIETY ORGANIZED 


Former students of Dr. W. F. Mengert have formed the 
W. F. Mengert Society of Obstetricians and Gynecologists 
of the United States, and will meet annually at the Uni- 
versity of Illinois for postgraduate study with Dr. Mengert. 
Membership is restricted to those who received their train- 
ing under Dr. Mengert, who has been chairman of the De- 
partment of Obstetrics and Gynecology at the University of 
Iowa and the University of Texas Southwestern Medical 
School, Dallas, and now holds a similar position at the 
University of Illinois School of Medicine. Dr. W. W. Brown, 
Waco, is the first president of the group. 


Nurse Examiners’ Report 


At a meeting of the State Board of Vocational Nurse Ex- 
aminers held recently, five schools were accredited for the 
training of vocational nurses for state licenses. The addi- 
tions of the Buie-Allen Hospital, Marlin; Goodall and 
Witcher Clinic-Hospital, Clifton; Hancock Clinic-Hospital, 
Gladewater; Memorial Hospital, Uvalde; and Currey Clinic- 
Hospital, Mount Pleasant, bring the total number of active 
programs to 62. 


In a statewide examination held in June, 224 candidates 
passed, 30 schools were represented, the average grade was 
84 per cent, and the average age of the candidates was 
334%. The next State Board examination is scheduled for 
October 10, 1955. 


OKLAHOMA CITY CLINICAL SOCIETY 


The Olkahoma City Clinical Society, which had its be- 
ginning in 1930, will open its twenty-fifth annual four-day 
conference on October 24, in Oklahoma City. 


The postgraduate program will include lectures and dis- 
cussions by 16 distinguished guest speakers. Dr. Elmer 
Hess, Erie, Pa., President of the American Medical Associa- 
tion, will speak at the opening banquet. In addition to the 
general assemblies and panel discussions, there will be daily 
luncheon round-table question and answer sessions and a 
clinical-pathologic conference. The entertainment will in- 
clude dinner meetings, the annual dinner dance, and the 
stag smoker. 


HEALTH UNIT DIRECTORSHIPS 


Examinations for Director, Local Health Unit I-A, Texas 
State Department of Health, will be conducted continuously 
in Austin and in various centers over the state until further 
notice. Positions may be located anywhere in the state where 
a vacancy exists for a local health unit director. Applica- 
tions may be obtained from the Merit System Council, 
814 Littlefield Building, Austin, or from Dr. Henry A. 
Holle, Commissioner of Health, Texas State Department of 
Health, 410 East Fifth, Austin. 


PUBLIC HEALTH SERVICE EXAMINATIONS 


A competitive examination for appointment of medical 
officers to the regular corps of the United States Public 
Health Service will be held in various places throughout 
the country on November 15, 16, and 17. Appointments 
provide opportunities for career service in clinical medicine, 
research, and public health. They will be made in the ranks 
of assistant and senior assistant, equivalent to Navy ranks 
of lieutenant (j.g.) and lieutenant, respectively. Provisions 
are made for regular promotions. Pay starts at $6,017 for 
an assistant surgeon with dependents. Application forms 
may be obtained by writing to the Chief, Division of Per- 
sonnel, Public Health Service, Department of Health, Edu- 
cation, and Welfare, Washington 25, D. C., and must be 
filed no later than October 15. 


SALK VACCINE BROCHURE 

A 36 page brochure, “Information for Physicians on the 
Salk Poliomyelitis Vaccine,” was published in July by the 
National Foundation for Infantile Paralysis, and copies have 
been mailed to practicing physicians in the United States. 
Answers are given to questions concerning dosage and 
schedules of administration, who should get vaccine first, 
vaccination during pregnancy, contraindications, minimal re- 
actions to vaccine, factors affecting immunity, problems of 
vaccine manufacture and storage, and research problems. 
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OAK RIDGE SANITARIUM 


Diagnostic procedures including 


electroencephalography. 


All modern forms of individualized 
treatment for psychoneurosis, personality 
disorders, psychosis, alcoholism, and 


drug addiction. 


Modern air-conditioned buildings especially 
designed for custodial patients requiring 


psychiatric and medical care. 


David Wade, M. D. 


Medical Director T. H. Wade 
Albert D. Pattillo, M. D. Administrator 


ese Helen D. McDonald 
Z. Kirkpatrick, R. N. Assistant Administrator 
Supervisor Clinical Nursing 


3200 South First Street e Austin, Texas e Phone 8-8494 or 6-4175 
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When you have prescribed ACHROMYCIN 
you have confirmed. its advantages— 
again and again. It is well tolerated by 
patients of every age. Compared with 
certain other antibiotics, it has a broader 
spectrum, diffuses more rapidly, is more 
soluble, and is more stable in solution. 
It provides prompt control of many 


Tetracycline HCI Lederle 


infections including those caused by 
Gram-positive and Gram-negative bac- 
teria, rickettsia, and certain viruses and 
protozoa. Furthermore, it is a quality 
product; every gram is made under rigid 
control in Lederle’s own laboratory. 


ACHROMYCIN, a major therapeutic agent 
now...growing in stature each day! 


CDERLE LABORATORIES DIVISION amearcaw Ganamid company PEARL RIVER, NEW YORK 


nna. U. &. PAT. OFF. 





TIMBEIRLAWN SANTITAIRIUM 


for 


Nervous and Mental Diseases 


Dallas 1, Texas 


(Established June 23rd, 1917) 
Fairdale 2678 P. O. Box 1769 


Complete modern facilities for Insulin-shock and Electro-shock therapy, under constant medical su- 


pervision. Psychotherapy. Occupational therapy. All other accepted methods of psychiatric treatment. 


NARCOTIC CASES NOT ADMITTED 


THE STAFF 


Guy yr. we D., Mafia! Director Bowens a, Bushes, a D.. Aqnatione Sepshietvies 
Perry C. ington, M. D. ames len, M. D., Associate Psychiatrist 
Chex. 1. Bloss, M.D. }co-Directors C. L. Jackson, M. D., Resident Psychiatrist 


Mrs. Anne Gilcrease, R. N., Director of Nurses 
Ralph M. Barnette, Jr., Business Manager 
Miss Geraldine Skinner, Director Occupational Therapy 





WICHITA FALLS CLINIC-HOSPITAL 


STAFF 


SURGERY MEDICINE 
W. E. Crump, M.D., F.A.C.S., Surgery and Gynecology O. B. Kiel, M.D., F.A.C.P., Diagnosis & Internal Medicine 
James T. Lee, M.D., Surgery and Gynecology P. K. Smith, M.D., F.A.C.P., Diagnosis & Internal Medicine 
Charles H. Wilson, M.D., F.A.C.S., Surgery and I. L. Humphrey, Jr., M.D., Diagnosis & Internal Medicine 


Gynecology W. B. Whiting, M.D., F.A.C.P., Cardiology 
Jack E. Maxfield, M.D., F.A.C.S., Orthopedics R. L. Nelson, M.D., F.A.A.P., Pediatrics 


Clyde W. Parsons, M.D., Orthopedics George W. Slaugnter III, M.D., F.A.A.P., Pediatrics 
R. A. Mitchell, D.D.S., F.A.C.D., Oral Surgery R. F. Knox, M.D., Endocrtnology 


®. E. Stewart, D.D.S., Oral Surgery Julian H. Acker, M. D., Diagnosis & Internal Medicine 


LABORATORIES OBSTETRICS and GYNECOLOGY 
Claude D. Wilson, M.D., Radiology W. L. Parker, M.D., F.A.C.S. 
Joe D. Steed, M.D., Radiology Warren T. Kable, M.D. 
Frank J. Lee, M. D. 
OTOLARYNGOLOGY ADMINISTRATIVE OFFICERS 
O. P. Moffitt, Jr., M.D. Wayne J. Holmes, Business Manager 












AMERICAN GOITER ASSOCIATION AWARD 


The American Goiter Association is offering the Van 
Meter Prize Award of $300 and two honorable mentions 
for the best essays submitted concerning original work on 
problems related to the thyroid gland. The essays may 
cover either clinical or research investigations, and should 
not exceed 3,000 words in length. Duplicate typewritten 
copies, double spaced, should be sent to the Secretary, Dr. 
John C. McClintock, 14914 Washington Avenue, Albany, 
N. Y., not later than January 1, 1956. 


Examinations in Basic Sciences 
The next examination of the Texas State Board of Ex- 
aminers in the Basic Sciences has been set for October 21 
and 22 in Austin and Houston. Information may be ob- 


tained by writing Mrs. Betty J. Ratcliff, Chief Clerk, 407 
Perry-Brooks Building, Austin. 


Postgraduate Medical Assembly 
Dr. Mark H. Latimer, Houston, is the new president-elect 
of the Postgraduate Medical Assembly of South Texas. Dr. 
Edward T. Smith, Houston, took office as president during 
the July 18-20 meeting of the assembly in Houston. Other 





FILMS FOR LAY GROUPS 





Motion picture loans are part of the service offered 
through the Memorial Library of the Texas Medical Asso- 
ciation. In order that service may be better and more 
efficient the staff asks that requests be sent well in advance 
of the time the film is needed, and that the date of showing 
be given. Films must be returned promptly after showing. 

A list of films that are available and suitable for lay 
groups is included in this issue. As new films are secured 
they will be noted in the Library Section. 

Atom and Medicine 

Atom and Medicine, sound, 12 min., 1953. 
Blood Banks 

Prescription for Life, sound, color, 1444 min., 1954. 
Cancer 

Doctor Speaks His Mind, sound, 22 min., 1948. 

Question of Time, sound, 22 min., 1949. 

Traitor Within, sound, color, 12 min., 1946. 

Warning Shadow, sound, color, 17 min., 1953. 

Children Only 

What to Do Series, sound, six 5 min. shorts, 1953. 
Disaster Relief 

They Also Serve, sound, 17 min., 1946. 

Drug Addiction 
Drug Addiction, sound, 22 min., 1953. 
First Aid 

Artificial Respiration, sound, 21 min., 1954. 
Girls Only—Menstruation 

Molly Grows Up, sound, color, 15 min., 1954. 
Heart Disease 

Be Your Age, sound, 12 min., 1950. 

Matter of Time, sound, color, 1444 min., 1954. 

Take It Easy, sound, color, 19 min., 1954. 

Hospital Personnel 

As Others See Us, sound, 20 min., 1945. 
Injuries—Farming 
Stitch in Time, sound, 25 min., 1947. 
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officers for the coming year are Drs. Norman Duren, Beau- 
mont; C. E. Southern, Burton, and Andrew S. Tomb, Vic- 
toria, vice-presidents; C. Forrest Jorns, Houston, secretary; 
and Charles D. Reece, Houston, treasurer. 


Pharmacy Survey 


Texas’ Rio Grande Valley has the most drug stores in 
proportion to population and the Panhandle has the fewest, 
a University of Texas pharmacy survey of the state reveals. 
The survey also shows most Texas drug stores employ one 
pharmacist each. Only a third of the stores employ two and 
only 4 per cent of the establishments employ three or more 
each. Almost half of Texas pharmacists own no part of 
the store at which they work, the survey indicates. 


Navasota Medical Center 

The formal opening of the new pediatrics division of the 
Navasota Medical Center was held on July 10. The new 
division occupies 1,550 square feet of floor space and is air 
conditioned. It includes four examining rooms, a business 
office, nursing station, children’s waiting room, children’s 
rest room with small fixtures, storage rooms, and an office 
for Dr. William S. Conkling, supervisor of the new division. 


LIBRARY SECTION 


Mental Health 

Angry Boy, sound, color, 33 min., 1951. 

Mental Health, sound, color, 12 min., 1953. 

Preface to Life, sound, 28 min., 1950. 
Nurse Recruitment 

Keepers of the Lamp, sound, 23 min., 1953. 

When You Choose Nursing, sound, 19 min., 1954. 
Obesity 

Losing to Win, sound, color, 11 min., 1952. 

Obesity, sound, color, 12 min., 1954. 
Office Courtesy 

Office Courtesy, sound, color, 12 min., 1953. 
Poliomyelitis 

Accent on Use, sound, 20 min., 1946. 

On Our Own, sound, 14 min., 1950. 
Public Relations 

Operation Herbert, sound, 33 min., 1953. 

Here’s Health American Way, sound, 38 min., 1950. 
Quacks 

Life to Save, sound, color, 27 min., 1954. 
Rheumatic Fever 

Stop Rheumatic Fever, sound, 1214 min., 1954. 
Skeleton 

Skeleton, sound, 12 min., 1954. 
Tuberculosis 

This Is TB, sound, 10 min., 1946. 
Vitamins 

Understanding Vitamins, sound, color, 12 min., 1954. 


MOTION PICTURES FOR LOAN 


Technique for Cholecystectomy and Common Duct 


16 mm., sound, color, 23 minutes. Produced in 1953 
by Dr. John L. Madden, New York. (Purchased by 

the Texas Medical Association Memorial Library.) 
Dr. Madden’s film includes diagnostic points of impor- 
tance and preoperative and postoperative cholecystograms. 
A standard operative technique in a typical case is depicted. 
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A Matter of Time 


16 mm., color, sound, 144% minutes. Produced in 
1954 by the Institute of Life Insurance under the 
technical guidance of Dr. Francis R. Dieuaide for 
the Life Insurance Medical Research Fund. (Pur- 
chased by the Texas Medical Association.) 

This film shows the dramatic strides medical science is 
making to find the cause and cure of heart disease. Labora- 
tories, hospitals, and medical schools where scientists and 
researchers are tirelessly seeking a cure for this dreaded dis- 
ease are shown. A simplified explanation of the causes and 
effects of various forms of heart disease is given. The four 
types of heart disease, arteriosclerosis, hypertension, rheu- 
matic fever, and congenital malformations, are illustrated 
by animation and scale models. The film also suggests sim- 
ple ways the average person can help to avoid heart disease 
and live a longer, healthier life. This film is excellent for 
showing to all adult groups. 


CONTRIBUTIONS TO THE LIBRARY 


Grateful acknowledgment is made by the Texas Medical 
Association Memorial Library for the following recent gifts: 

Dr. T. J. Archer, Austin, 11 books, 4 journals. 

Dr. Wylie F. Creel, Austin, 13 journals. 

Mr. Charles P. Davis, Austin, 24 books from the library 
of his son, the late Dr. Charles E. Davis. 

Dr. and Mrs. H. H. Gallatin, Kerrville, 94 books. 

Johns Clinic and Hospital, Taylor, 61 unbound journals, 
62 bound journals. 

Dr. N. L. Schiller, Austin, 18 journals, 18 reprints. 

Mr. J. Tocker, Austin, 4 books, 385 journals, 16 bulletins. 


MEMORIAL GIFTS 


Books have been presented to the Memorial Library of 
the Texas Medical Association 


In Memory of 


Dr. L. W. Johnston of Terrell 
By Dr. Robert Mayo Tenery of Waxahachie 
and 
The Board of Councilors of the Texas Medical Association 


In Memory of 


Dr. M. C. Overton of Lubbock 
By Dr. Denton Kerr of Houston 
and 
Dr. J. T. Billups of Houston 


In Memory of 


Dr. R. E. Van Duzen of Dallas 
By Dr. Robert Mayo Tenery of Waxahachie 


BOOK NOTICES 


*The Lung 


JuLius H. COMROE, JR., M. D., Professor of Physi- 
ology and Pharmacology; ROBERT E. Forster, II, 
M. D., Associate Professor of Physiology; LOWELL 
M. PALMER, Senior Fellow; ARTHUR B. DUBOIS, 
M. D., Assistant Professor of Physiology; WILLIAM 
A. BRISCOE, M: D., Associate in Physiology; and 
ELIZABETH” CARLSEN, A:"B., Isaac Ott Fellow in 
Physiology. 219 pages. $5.50. Chicago, Year Book 
Publishers, 1955. » 

This monograph was born of a desire on the part of its 
authors to help doctors and medical students to gain a clear 
understanding of the principles of lung physiology and of 
the most practical methods of measuring the various com- 





Roy Goggans, M. D., Dallas. 


ponents of the process of respiration now in everyday use 
in most general hospitals and private chest clinics. They 
have purposely omitted the printing of a mass of compli- 
cated technique in the field of physiology. 

These authors have done well in avoiding all references 
to the experimental work of other authors on this subject. 
However, they have kindly listed, in catalogue style, a com- 
plete set of works and publications on all the various sub- 
jects covered in the book. They call these “selected refer- 
ences,” which is a distinct service to any student wishing to 
explore further into what has already been recorded on the 
various functional tests. 

The book is divided into three parts. 

Part 1, after a brief digest of pulmonary physiology, de- 
votes some 20 pages to consideration of lung volumes and 
capacities, emphasis being placed on vital capacity and its 
subdivisions. Then, pulmonary ventilation is discussed thor- 
oughly and there is added a table of the causes of hypo- 
ventilation which includes almost all the known clinical 
conditions and diseases that can result in insufficient air 
flow into and from the lungs. These include (1) depression 
of respiratory centers by general anesthesia, excessive doses 
of morphine or barbiturates, brain injuries, and tumors caus- 
ing increased intracranial pressures; (2) interference with 
neural conduction and neuromuscular transmission such as 
poliomyelitis and spinal cord lesions; (3) diseases of respir- 
atory muscles; (4) limitation of lung movements; (5) 
pleural effusions and pneumothorax; (6) pulmonary dis- 
eases, notably pneumonia, atelectasis and emphysema, and 
obstructive lesions in the upper and lower respiratory tract. 

This one table could well be committed to memory by 
every student, intern, and busy practitioner. 

Chapter 4 is devoted to pulmonary circulation and venti- 
lation blood flow ratios which immediately lead into the 
subject of gas diffusion in chapter 5, the core of the entire 
subject of respiration. The passage of gases through the 
alveolar walls and absorption of the oxygen content by the 
surrounding capillary circulation by means of lowering 
pressures operative in capillary membranes together with 
the exchange of carbon dioxide in the same process was 
indeed one of the marvels of creation and the very “breath 
of life” for man and all lower animals. 

Mechanics of breathing is discussed in the last chapter 
of the first part and is elaborately explained with several 
graphs and charts. Specific tests and measurements are in- 
cluded to aid in the over-all evaluation of these mechanical 
factors so apparent in the process of breathing. 

In part 2, the authors get down to cases and show the 
practical side of this subject and its real worth in final and 
complete chest diagnosis. 

Part 3 of this book is an appendix of useful data, equa- 
tions, and calculations. It contains the key answer to all 
the technical problems and the tables of standards for all 
the various functional tests discussed in the preceding chap- 
ters. The normal values for pulmonary functional tests are 
listed, and the list covers the first two pages. But where 
else can a student find a more complete list covering nine 
subdivisions of tests on pulmonary function, with the aver- 
age quantities and percentages given for each test? 

Next is a list of symbols and abbreviations used in pul- 
monary physiology, such as VC, vital capacity; IC, inspira- 
tory capacity; RV, residual volume; and TLC, total lung 
capacity—all of which makes for easier reading and under- 
standing of the fuller contexts on the various functional 
tests wherever they may be encountered. The authors have 
done a good job of separating the wheat from the chaff in 
this small volume; and it will be a useful and practical addi- 
tion to any medical school, hospital, or doctor's library. 
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"Clinical Diagnosis 


ELMER G. WAKEFIELD, M. D., F.A.C.P., Consulting 
Physician, Section of Medicine, Mayo Clinic, and 
Associate Professor of Medicine, Mayo Foundation 
for Medical Education and Research, Graduate School, 
University of Minnesota, Rochester, Minn. 1611 
pages. $22.50. New York, Appleton-Century-Crofts, 
Inc., 1955. 

The author has written a comprehensive and descriptive 
exposition of the many areas of the human body. 

The book is divided into three areas of diagnosis, namely, 
the discussion of complaints, history, physical examination 
of the body; complete investigation of the symptoms made 
by laboratory tests; and the physiologic and chemical con- 
stitution of the patient. 


The text is a thorough one, and those physicians with 
the basic training, experience, and an ability for close ob- 
servation may find that diagnosis becomes less difficult and 
more accurate when all the senses are correlated with the 
aid of the knowledge contained in this text. 


®Blood Groups in Man 


R. R. RACE, Ph. D., M.R.C.S., F.R.S., Director, Med- 
ical Research Council Blood Group Research Unit, 
Lister Institute, London; and RUTH SANGER, Ph. D., 
B.Sc., Medical Research Council Blood Group Re- 
search Unit, Lister Institute, London. 400 pages. 
$7.50. Springfield, Ill., Charles C Thomas, 1954. 


This volume is the first in a series dealing with blood 
groups. The present book confines itself to the blood groups 
and their inheritance, without going into the chemical, 
ethnologic, or clinical aspects of the subject. The text is 
grouped in a logical and concise manner with the various 
blood groups listed in the order of their discovery. To the 
clinician desiring a background for a concentrated study of 
Rh and other blood grouping problems, the book is excel- 
lent. The approach is statistical in nature, however, and 
thus is not suitable for casual reading. The list of references 
is impressive and provides a complete bibliography. The 
authors are to be congratulated on the product of a rather 
monumental labor. 


‘Psychiatry for Nurses 


Louis J. KARNOSH, Sc. D., M. D., Clinical Professor 
of Nervous Diseases, School of Medicine, Western 
Reserve Unwersity; Director of Neuropsychiatry, 
Cleveland Clinic; and DOROTHY MERENESS, M.N,, 
R.N., M. -of Litt., Assistant Professor of Psychiatric 
Nursing, School of Nursing, Boston University. ed. 
4. 516 pages. $4.50. St. Louis, C. V. Mosby Com- 
pany, 1953. 


This well written and readable textbook of psychiatry 
for nurses is the result of the combined efforts of an ex- 
perienced psychiatrist and a psychiatric nurse of professorial 
level. The first chapter describes the nature of psychiatric 
nursing and helps the nurse orient herself concerning the 
differences between psychiatric nursing and medical and 
surgical nursing. The book includes an excellent chapter 
describing the special functions of the psychiatric nutse. 
There are a good history of psychiatry and'a chapter on 
personality structure and personality defense mechanisms. 
Throughout the book there is an eclectic approach includ- 
ing psychobiologic, psychoanalytic, and biologic theories in 
psychiatry. It includes chapters on the causes and classifica- 
tion of psychiatric illness with particular emphasis on the 
nurse’s responsibility and relationship to the patient in each 





2A. W. Brazda, M. D., Ranger. 
8Jobn K. Kirby, Ph. D., Austin. 
4B. H. Joslin, M. D., Atlanta. 
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type of illness. There are descriptive chapters about psy- 
choses of both organic and idiopathic type, personality dis- 


‘orders of neurotic type, character disorders, and psychoso- 


matic entities. 

Examination, management, and observation of the mental 
patient receive special attention. There are special chapters 
on therapy covering physical, occupational, and recreational 
methods, electroshock, insulin and metrazol shock, and 
psychosurgery. It touches finally on mental hygiene and 
medicolegal psychiatry. 

The therapeutic approach in the book, particularly ‘telat- 
ing to neurosyphillis and the idiopathic psychoses and per- 
sonality disorders are not up to date, because of the very 
numerous and significant steps that have come in drug 
therapy during the past two years. 

The book is well bound, printed on a high grade of 
paper, and utilizes a larger than average type. It has a de- 
tailed table of contents and is well indexed. There is an 
unusually good glossary for a book of this scope, and a 
satisfactory reference list following each chapter. There is 
a thorough list of questions at the end of each chapter cov- 
ering its contents. Any nurse capable of answering all the 
questions at the end of each chapter of this book would 
know more psychiatry than the vast majority of physicians. 


’Nash’s Surgical Physiology 


Revised and Edited by BRIAN BLADES, M. D., Pro- 

fessor of Surgery, George Washington University 

School of Medicine, St. Louis. ed. 2. 686 pages. 

$12.50. Springfield, Ill., Charles C Thomas, 1953. 

This is an excellent book covering an intricate and con- 

stantly changing phase of surgical treatment. It is well 

written and concise and is a good book for any practitioner, 
especially well worth study by any surgeon. ; 


“Laboratory Aids in Endocrine Diagnosis 


ROBERTO F, ESCAMILLA, M. D., Associate Clinical 
Professor of Medicine, University of California Med- 
ical School, San Francisco. 131 pages. $4.75. Spring- 
field, Ill., Charles C Thomas, 1954. 

This little book, as the title indicates, is an “aid” in the 
laboratory diagnosis of endocrine disorders, It relates the 
routine laboratory procedures to endocrine disorders as well 
as tying together in a neat package those procedures which 
are of specific application. Although considerable space is 
devoted to the laboratory techniques of the various tests, 
most practitioners and smaller hospitals will probably stick 
with the instruction book that accompanies the more mod- 
ern type of photo-colorimeter. The laboratory details, how- 
ever, indicate the possible pitfalls and errors which are in- 
herent in this type of chemistry. 

The x-ray examination section of the book indicates a di- 
tection of study for endocrine diagnosis rather than specific 
diagnoses, and relates some of the more common findings 
to the possibility of hormonal malfunction. Few physicians 
without extensive laboratory facilities would be interested 
in the urine-hormone essays or the microscopic pathologic 
section, but again the possibilities and limitations of the 
procedures are indicated. 

One of the most useful portions of the book is the “En- 
docrine Disease Index,’ which summarizes the significant 
and routine findings of the various endocrine disorders in 
a useful and helpful manner. Few physicians will use the 
book as a laboratory manual, but many will find it helpful 
in crystallizing their thinking with regard to the aid the 


laboratory can give in the clinical diagnosis of endocrine 
disorders. ; 


% 





5Stephen B. Tucker, M. D., Nacogdoches. 1} 
*Verne F. Goerger, M. D,, Raymondville. 














AMERICAN MEDICAL ASSOCIATION 
AMA DRUG EVALUATION PROGRAM 


A new program to give physicians timely information on 
the usefulness and safety of new drugs has been outlined 
in the July 30 issue of the Journal of the American Medical 
Association. The Council on Pharmacy and Chemistry has 
inaugurated the new program to replace various “seal accept- 
ance” activities which were discontinued in February. 


The council will examine available published and unpub- 
lished evidence relating to the actions, uses, dosages, hazards, 
and other properties of drugs. It will not conduct clinical 
and laboratory tests. Reports of these evaluations will be 
published for the information of the medical profession. 


For many years, AMA councils have evaluated products 
used by physicians and the public. In those programs, coun- 
cil seals were awarded to manufacturers and distributors of 
drugs, foods, devices, and cosmetics that met acceptance re- 
quirements. Because the evaluation of a multitude of indi- 
vidual brands was time-consuming and threatened to inter- 
fere with other aspects of the council’s programs, it was 
decided that a newer program which would not require in- 
spection of individual products would be more effective. 


A report by the council said, “Under the new program 
drugs will be evaluated at the earliest possible opportunity 
in order to serve the best interests of the profession. As a 
rule the greatest interest in a new drug occurs at the time 
when it is introduced on the market for general use. This 
is also the time when there is the most need for an unbiased 
report containing information that will aid physicians in 
judicious or proper use of such medication.” 

After council members and other recognized experts have 
considered the scientific clinical and laboratory evidence, 
evaluation reports will be published in the Journal of the 
American Medical Association and in the council’s annual 
publication, “New and Nonofficial Remedies.” The council 
will not endorse, recommend, or guarantee any individual 
brand or preparation of a drug. It will not investigate 
manufacturing procedures, nor try to determine whether 
any firm has complied with federal, state, or municipal 
laws and regulations. 


Dr. Terrell Appointed to AMA Committee 


Dr. T. C. Terrell, Fort Worth, has been appointed by 
Dr. E. V. Askey, speaker of the American Medical Associa- 
tion’s House of Delegates, to a special committee to review 
the functions of the Joint Commission on Accreditation of 
Hospitals. Other members of the committee are Drs. W. C. 
Stover, Boonville, Ind., chairman; John F. Burton, Okla- 
homa City; Gerald D. Dorman, New York; George F. Gsell, 
Wichita, Kan.; Eugene F. Hoffman, Los Angeles, and George 
A. Unfug, Pueblo, Colo. 


TEXAS MEDICAL ASSOCIATION 


Hotel Reservations Accepted for 1956 
Annual Session 


Reservations for hotel accommodations for the period of 
the 1956 annual session of the Texas Medical Association 
are being accepted now by Galveston hotels and motels, and 
officials suggest that requests for reservations be placed early. 
All applications for rooms should be addressed to Miss 


ORGANIZATION SECTION 






Grace J. Amundsen, executive secretary of the Galveston 
County Medical Society, Room 821, Buccaneer Hotel, Gal- 
veston. Each application should contain first, second, and 
third choices of hotel or motel; the number and type of rooms 
desired; the date and hour of arrival and departure; the 
names of those who will occupy the space; and the relation- 
ship of such persons to the Association (official, exhibitor, 
and so on). 

Blocks of rooms have been designated for Association offi- 
cials and delegates at the Galvez and Buccaneer Hotels, for 
Woman's Auxiliary at the Jack Tar Hotel, for technical ex- 
hibitors at the Buccaneer Hotel, and for guest speakers at 
the Buccaneer. Preferential consideration will be given to 
these groups until February 15, after which all unassigned 
rooms will be available on a first come, first served basis; 
rooms outside the blocks named are available to anyone now. 

No deposits are being required by the Galveston hotels 
and motels, but those who make reservations are expected to 


cancel promptly if they find they cannot attend the annual 
session. 


Accommodations which have been promised for the med- 
ical convention follow: 


r~Minimum Rates~ Rooms 
Hotel or Motel Single Double Available 
Boulevard Courts, 3202 Blvd........ $6.00 $9.00 12 
Buccaneer Hotel, 23rd and Blvd..... $4.50 $7.00 300 
Coronado Courts, 26th and Blvd.. . $6.00 87 
Crockett Courts, 4214 U.......... $7.00 $7.00 26 
Esenel Hotel, 3128 Blvd.......... $7.00 $8.00 25 
Gaido’s Motel, 38th and Blvd....... $7.00 $9.00 30 
Galvez Hotel, 21st and Blvd........ 200 
Gulf Towers Hotel, 2102 PY...... $6.00 20 
Gus Allen Hotel ( Negro), 

TINIE 6 ok a> oo 5s oiotee sais $3.00 40 
Isle Hotel, 710 Market............ $4.50 $5.50 15 
Jack Tar Hotel, 6th and Blvd..... $6.00 $8.00 140 
Jean Lafitte Hotel, 2105 Church.... $4.50 $6.50 135 
Seawall Hotel, 17th and Blvd....... $6.00 $6.00 45 
ON eS Oe ares $7.50 9 
S. S. Galveston, 802 Blvd.......... $10.00 13 
S. S. Snort Motel, 1128 Blvd....... $4.00 $5.00 25 


Although details of the program for the 1956 session are 
incomplete, the tentative schedule will include: 


Saturday, April 21 
Committees. 
Specialty Societies. 
House of Delegates. 

Sunday, April 22 
Reference Committees. 
Memorial Services. 
Motion Pictures. 
Specialty Societies. 
House of Delegates. 
Woman's Auxiliary. 

Monday, April 23 
Refresher Courses. 
General Meeting. 
Reference Committees. 
Scientific Sections. 
Specialty Societies. 
Alumni Banquets. 
Woman's Auxiliary. 


Tuesday, April 24 
Refresher Courses. 
General Meeting. 
Scientific Sections. 
Fraternity Parties. 
President's Party. 
Woman's Auxiliary. 
Wednesday, April 25 
Refresher Courses. 
House of Delegates. 
General Meeting. 
General Meeting Luncheon. 
Woman's Auxiliary. 


Registration, exhibits, meetings of the House of Delegates, 
and general meetings will be divided between the Galvez 
and Buccaneer Hotels. The Woman's Auxiliary activities will 
be at the Jack Tar Hotel. Meetings of scientific sections and 
specialty societies will be held at the Galvez, Buccaneer, and 
Jack Tar and probably at other suitable locations. 
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SPECIAL COMMITTEES 


Special committees of the Texas Medical Association as 
presently named by the President follow. All terms are for 
the year 1955-1956. 


SPECIAL COMMITTEES 


Advisory Committee to the President.—President- Elect, 
Vice-President, Speaker of the House of Delegates, Chair- 
man of the Board of Trustees, Chairman of the Board of 
Councilors, Chairmen of all Councils, Chairman of the 
Texas Delegates to the American Medical Association, Chair- 
man of the Committee on Public Relations, and President 
of the Woman’s Auxiliary. 


Committee for Liaison with Workmen’s Compensation 
Insurance Companies —Sam N. Key, Jr., Austin, Chairman; 
Frederick C. Rehfeldt, Fort Worth; R. G. Carpenter, Dal- 
las; M. H. Morris, San Antonio; W. H. Hamrick, Houston. 


Committee for Study of Health Costs—M. C. Overton, 
Jr., Pampa, Chairman; Tom B. Bond, Fort Worth; J. H. 
Wootters, Houston; James W. Rainer, Odessa. 

Committee on General Arrangements for the Annual Ses- 
ston.—Edward R. Thompson, Galveston. 


Committee on Liaison with State Bar of Texas.—John E. 
Skogland, Houston, Chairman; James W. Rainer, Odessa; 
R. G. Carpenter, Dallas; Earl Gaston, Kingsville; David M. 
Cameron, El Paso. 

Committee on Maternal Mortality—Garth L. Jarvis, Gal- 
veston, Chairman; E. K. Blewett, Austin; D. M. Gready, 
Houston; C. P. Hawkins, Fort Worth; W. H. Jondahl, Har- 
lingen; R. E. Moon, San Angelo; William R. Knight, III, 
Houston. 

Committee on Memorial Services—L. H. Reeves, Fort 
Worth, Chairman; R. G. Baker, Fort Worth; Irving W. 
Moody, Houston; E. H. Lindsey, Beaumont; Herbert Don- 
nell, Waxahachie; A. C. Bennett, Marlin. 

Committee on Negro Medical Facilities —W. L. Marr, 
Galveston, Chairman; G. V. Pazdral, Somerville; J. A. 
Neely, Bellville; Dick K. Cason, Hillsboro. 


Committee on Nursing Care.—Joseph F. McVeigh, Fort 
Worth, Chairman; G. E. Brereton, Dallas; Neil D. Buie, 
Marlin; R. D. Holt, Jr., Meridian; R. A. Neblett, Canyon. 

Committee on Rural Health and Doctor Distribution — 
Chester U. Callan, Rotan, Chairman; Stephen B. Tucker, 
Nacogdoches; T. Charles McCormick, Jr., Buda; George D. 
Bruce, Baytown; Roy E. Wilson, Seymour; J. L. Wright, Jr., 
Big Lake. 

Committee on Scientific Exhibits.—Edward T. Smith, 
Houston, Chairman; J. W. Birdwell, Tyler; Olin B. Gober, 
Temple; J. Edward Johnson, Austin; S. L. Witcher, Clifton. 


Committee on School-Physician Relationships.—Jay J. 
Johns, Taylor, Chairman; R. K. Arnett, Lufkin; D. J. Sib- 
ley, Fort Stockton; E. E. Addy, Jr., Cisco; $. D. Coleman, 
Navasota; A. R. Hazzard, Giddings. 

Council on Industrial Health—vVal C. Baird, Houston, 
Chairman; Foy H. Moody, Corpus Christi; Ralph G. Green- 
lee, Midland; V. M. Payne, Jr., Dallas; Carl A. Nau, Gal- 
veston. 

State Committee for American Medical Education Foun- 
dation.—J. R. Donaldson, Pampa, Chairman. 

State Council on National Emergency Medical Service.— 
Ralph E. Gray, Lake Jackson, Chairman; W. H. Hamrick, 
Houston; Henry A. Holle, Austin; J. M. Hill, Dallas; Ralph 
A. Munslow, San Antonio. 

Appointees to Hospital-Insurance-Physicians Joint Ad- 
visory Committee.—Everett C. Fox, Dallas; Harvey Renger, 
Hallettsville. 
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Appointees to Texas Joint Commission for Improvement 
of Care of the Patient—G. E. Brereton, Dallas; Truman G. 
Blocker, Jr., Galveston; Joseph F. McVeigh, Fort Worth; 
A. C. Scott, Jr., Temple. 


Advisers to Texas Chapters of the Student American Med- 
ical Association —W. L. Marr, Galveston; William D. Sey- 
bold, Houston; J. P. McNeill, Dallas. 

Advisory Board to Texas Society of Medical Technolo- 
gists —J. H. Childers, Galveston; M. S. Hart, El Paso. 

Appointee to Advisory Committee to Texas State Board 
of Education.—Jay J. Johns, Taylor. 

Appointee to Advisory Committee to Texas State Hos- 
pitals and Special Schools.—E. \van Bruce, Jr., Galveston. 

Medical Advisory Committee to Texas Society for Crip- 
pled Children.—J. J. Hinchey, San Antonio, Chairman; J. 


A. Hallmark, Fort Worth; S. R. Snodgrass, Galveston; J. T. 
Gilbert, Austin. 


OFFICERS OF SCIENTIFIC SECTIONS 


SECTION ON GENERAL PRACTICE 
John M. Smith, San Antonio, Chairman. 
George V. Launey, Dallas, Secretary. 
SECTION ON INTERNAL MEDICINE 
Mavis P. Kelsey, Houston, Chairman. 
Donald W. Seldin, Dallas, Secretary. 
SECTION ON SURGERY 
Norman Duren, Beaumont, Chairman. 
Walter B. King, Jr., Waco, Secretary. 
SECTION ON OBSTETRICS AND GYNECOLOGY 
Dennis M. Voulgaris, Wharton, Chairman. 
J. L. Jinkins, Jr., Galveston, Secretary. 
SECTION ON EYE, EAR, NOSE, AND THROAT 
Robert M. Johnson, Houston, Chairman. 
P. W. Malone, Big Spring, Secretary. 
SECTION ON RADIOLOGY 
David H. Allen, Wichita Falls, Chairman. 
Herman C. Sehested, Fort Worth, Secretary. 
SECTION ON PUBLIC HEALTH 
L. P. Walter, Austin, Chairman. 
L. D. Farragut, Houston, Secretary. 
SECTION ON CLINICAL PATHOLOGY 
John H. Childers, Galveston, Chairman. 
Vernie A. Stembridge, Galveston, Secretary. 
SECTION ON PEDIATRICS 


B. H. Williams, Temple, Chairman. 
T. C. Panos, Galveston, Secretary. 


CHANGES 


Changes in the list of officers and standing committees 
since its publication in the August issue of the JOURNAL, 
pages 530-531, follow: 

Board of Trustees—J. B. Copeland, San Antonio, has 
been elected secretary. 

Board of Councilors—Tom M. Oliver, Waco, became 
vice-councilor of the Twelfth District on September 10. 

Committee on Cancer.—C. T. Ashworth, Fort Worth, 
resigned September 2, leaving a vacancy. 

Committee on Public Relations—H. M. Anderson, San 
Angelo, resigned September 10. 

Committee on Public Health.—M. O. Rouse, Dallas, re- 


signed August 30 and Henry A. Holle, Austin, was ap- 
pointed August 31. 


General Practitioner of the Year 


Dr. Robert Wilkins Holton, Terrell, who was named 
General Practitioner of the Year by the House of Dele- 
gates at the 1955 annual session in Fort Worth, was pre- 
sented a bronze plaque commemorating this honor at the 
September 11 meeting of the Executive Council in Austin. 
Dr. Mayo Tenery, Councilor for District 14, made the 
presentation. 


Present to help honor Dr. Holton were his daughter, 
Mrs. L. W. Johnston of Terrell, and Dr. and Mrs. W. H. 
Hargis of San Antonio, Dr. Hargis being one of Dr. Hol- 
ton’s friends of long standing. 


A native Texan, Dr. Holton was born at Headsville, 
Texas, on April 4, 1878, and was the tenth of a family 
of 11 children. Both of his parents were school teachers, 
and his father was a Civil War veteran and an early day 
Baptist minister. Dr. Holton received his early education 
in public and private schools, and taught school for one 


Dr. ROBERT W. HOLTON 


year before entering the University of Louisville. He was 
graduated from the Hospital College of Medicine, Louis- 
ville, Ky., in 1906. He practiced medicine between school 
terms, and has practiced in Kaufman County for more 
than 50 years. 


Dr. Holton has watched and experienced the progress of 
medicine from the days of saddle bags to the days of anti- 
biotics. During his early career, he often forded swollen 
streams to reach his patients. He has lost less than 30 days 
from his practice as a result of personal illness throughout 
his years as a physician, and now, at the age of 77, he 
may be found at his office seven days a week. Dr. Holton 
estimates that he has delivered more than 6,000 babies dur- 
ing his professional career, and he still carries on a large 
practice in obstetrics. 

Through study, attendance at medical meetings, and post- 
graduate work at numerous medical centers, Dr. Holton has 
kept abreast of new developments and advancing scientific 
knowledge in the field of medicine. He has pioneered in 
the construction and administration of hospitals in Kauf- 
man County, and the two hospitals which he and his col- 
leagues built are still in operation. 


Dr. Holton is a member of the Texas and American Med- 
ical Associations, and has been a member of the Kaufman 
County Medical Society continuously since 1904. He has 
been active in civic affairs throughout his career, having 
been a member of a Lions Club for 34 years, active master 
Mason for 50 years, a thirty-second degree Mason, and a 
member of the Shrine. He has served on the local school 
boards of both Kaufman and Terrell, and has been a con- 
tinuous member of a chamber of commerce for more than 
40 years. 

He served as a flight surgeon with the Royal Air Force 
training unit located in Terrell during World War I, has 
been medical administrator of the local Selective Service 
System for 15 years, and is now chairman of the local Ad- 
visory Committee to Selective Service. 

Dr. Holton has three children, all of whom are living in 
Terrell. They are Mrs. L. W. Johnston, whose late husband 
was Dr. Holton’s partner and vice-councilor of the district; 
Dr. Robert W. Holton, Jr.; and Charlie Holton. 

Texas’ General Practitioner of the Year has always com- 
manded the respect and friendship of his fellow practition- 
ers. He has been and still is a strong supporter of organ- 
ized medicine, and, like all doctors who have adhered 
closely to the principles of ethics and have had a long and 
successful career, he is beloved and respected by many. 


EXECUTIVE COUNCIL ACTION 


Three resolutions for introduction before the American 
Medical Association House of Delegates were adopted by 
the Executive Council of the Texas Medical Association in 
session in Austin September 11. Two other resolutions were 
adopted and reports from 24 officers and committees were 
heard. The meeting culminated a week-end of committee 
sessions and a public relations conference. 

Resolutions presented by Dr. M. O. Rouse, Dallas, called 
for the American Medical Association (1) to endorse the 
previously stated intention of the National Foundation for 
Infantile Paralysis to turn the purchase and distribution of 
poliomyelitis vaccine over to regular channels, (2) to ar- 
range for a test case to determine the constitutionality of 
the doctor draft law before the Supreme Court of the United 
States, and (3) to approve the Mundt-Coudert legislation 
to provide for direct district election of presidential electors. 
Another resolution offered by Dr. Rouse recommended that 
county medical societies of the state should cooperate in 
medical field trials only after such projects have been studied 
and approved by appropriate Texas Medical Association 
bodies. One introduced by Dr. R. W. Kimbro of Cleburne 
praised the establishment by the Sears-Roebuck Foundation 
of a loan fund for use of medical doctors ready to open 
practice, the fund being set up with the cooperation of the 
American Medical Association and with a medical advisory 
committee headed by Dr. F. J. L. Blasingame of Wharton. 

Reports from the various officers, councils, and com- 
mittees included the following items: 

Board of Trustees—An increase in JOURNAL advertising 
rates has been authorized and a new four-page spread for 
advertising within the reading pages will be started. These 
changes and a new schedule of rates for technical exhibits 
at annual sessions are expected to increase the revenue of 
the Association. Technical exhibits will be accepted from 
firms of good reputation without the necessity of acceptance 
by American Medical Association councils inasmuch as this 
program has been discontinued by the AMA. A retirement 
plan for employees of the Association has been approved. 

Board of Councilors.—Attention was called to the failure 
of some county society delegates to attend meetings of the 
House of Delegates and accept their responsibility in carry- 
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ing on the business of the organization. Approval in gen- 
eral of a plan of arbitration worked out by the Committee 
on Liaison with Workmen’s Compensation Insurance Com- 
panies was given by the Councilors. 


Executive Secretary.—Efforts to improve the services of 
the central office and suggest new sources of revenue were 
outlined, and the possibility of an increase in the member- 
ship of the Association to 17,000 by 1975 was mentioned 
as an incentive for long-range planning. 


Delegates to the American Medical Association.—Atten- 
tion was called to the fact that 10 of the 83 resolutions 
introduced before the House of Delegates of the American 
Medical Association at its latest annual session came from 
Texas and were favorably received. Appointments of Dr. 
B. E. Pickett, Sr., Carrizo Springs; Dr. A. C. Scott, Jr., 
Temple; and Dr. T. C. Terrell, Fort Worth, to AMA posi- 
tions were pointed out. 


Council on Scientific Work.—Acceptance of 19 guest 
speakers and other program details were announced for the 
1956 annual session, to be held in Galveston, April 21-25. 
Following discussion of a recommendation made by the 
Council with respect to meetings of the House of Delegates 
to conform with the desire of the House to have 24 hours 
between its first and second sessions, the Executive Council 
authorized scheduling House of Delegates meetings for Sat- 
urday night, Sunday night, and Wednesday morning. 

Council on Medical Jurisprudence——Legislation relating 
to disability under the social security program and to re- 
insurance of health plans was pointed out as significant 
measures to watch when Congress reconvenes, and a bill 
to implement the establishment in Texas of hospital dis- 
tricts with taxing power was discussed. Appreciation was 
expressed to Dr. J. B. Copeland of San Antonio, former 
chairman of the Council, and Philip R. Overton of Austin, 
general counsel, for their leadership. 

Council on Medical Economics.—A study of group dis- 
ability insurance for members of the Texas Medical Asso- 
ciation is nearing completion, and plans for a brochure to 
help physicians in advising patients on health and accident 
insurance are underway. 

Council on Medical Education and Hospitals —Formation 
of a joint committee made up of the internship committees 
of the three medical schools in Texas to study the intern- 
ship situation in the state and make recommendations was 
proposed, as was continued cooperation of the Association 
with the medical schools in their postgraduate courses. 

Council on Constitution and By-Laws—County medical 
societies were asked to consider the advantages and disad- 
vantages of the proposal that vice-presidents of the Associa- 
tion succeed to the presidency-elect and thence the presi- 
dency so that their delegates will be prepared to vote on 
this amendment next spring. Further consideration of the 
plan to provide on a state level for compulsory attendance 
at county medical society meetings and a probationary mem- 
bership with indoctrination program also was requested 
prior to the next meeting of the House of Delegates. 

Committee on Public Relations.—A reissue of the book- 
let “Better Secretaries” revised after consultation with some 
of the medical assistants in the state was planned. Also con- 
templated was a Texas Medical Association exhibit foe dis- 
play at postgraduate assemblies during the year and a book- 
let on the services of the Association for distribution to 
the entire membership. 

Committee on Tuberculosis —The main objective of the 
year is projection of a master plan for the care, treatment, 
and control of tuberculosis in Texas. 

Committee on Library Endowment.—A continuing in- 
crease in the use of the Memorial Library of the Texas 
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Medical Association was reported together with announce- 
ment that the Fifty Year Club has adopted the Library as 
one of its projects. Recognition was given to the continu- 
ing financial support of the Woman's Auxiliary to the 
Texas Medical Association and the failure of most doctors 
to contribute to it. 


Committee on Mental Health—tThe effectiveness of co- 
operation by doctors of medicine in problems relating to 
alcoholism, clinical psychology, legislation to give better 
help to mentally retarded children, state hospitals and, spe- 
cial schools, and commitment to institutions of mentally 
ill patients was outlined. 


Committee on Public Health—Establishment of subcom- 
mittees to deal with specific areas of the public health pro- 
gram was reported. A recommendation that the plan for 
distribution of poliomyelitis vaccine in Texas outlined in 
the August JOURNAL was accepted. 

Council on Industrial Health.—Objectives of this new 
committee in the field of industrial health were outlined. 

Committee for the Study of Health Costs—Doctor mem- 
bers of the Joint Committee on Health Costs recommended 
that they be appointed as an independent committee with 
hospital representatives to the former committee being en- 
couraged to form their own group for the mutual exchange 
of information. 

Committee for the American Medical Education Founda- 
tion.—Failure of Texas doctors generally to give substantial 
support to the American Medical Education Foundation was 
underscored, Efforts to improve this situation were proposed. 

Committee on Scientific Exhibits.—Plans to encourage 
better scientific exhibits at the next annual session were 
outlined. Three categories for awards were recommended: 
individual unsubsidized physicians, clinic groups and sub- 
sidized physicians, and institutions and agencies. 

Committee on School-Physician Relationships—The value 
of conferences among physicians, school officials, and public 
health authorities was emphasized, and plans for gathering 
additional information from county medical societies re- 
garding local practices on immunization, accident insurance, 
and health examinations for school children were announced. 

Committee on Rural Health and Doctor Distribution.— 
Expectation that doctor distribution surveys of all councilor 
districts would be completed by the first of the year ‘was 
reported. Facts about the Sears-Roebuck Foundation loan 
fund for establishing medical practices were presented at the 
invitation of the committee by Dr. Robert D. Moreton of 
Fort Worth, chairman of the medical advisory committee 
of the loan fund for the southwestern area. 

Committee on Nursing Care—The continuing need for 
recruitment of nursing students at the beginning level and 
for advanced study was recognized. The work of the Wom- 
an’s Auxiliary to the Texas Medical Association in this 
area, especially in the formation of Future Nurses Clubs, 
was commended. It was suggested that a physician be 
named by the local auxiliaries to assist in such organiza- 
tions. Also it was recommended that all hospitals, includ- 
ing the smaller ones with no nurse training programs of 
their own, be encouraged to contribute funds for the sup- 
port of a nurse recruitment campaign and that the League 
for Nursing Education be asked to establish a central office 
as a clearinghouse for nurse recruitment activity in Texas. 

Committee on Negro Medical Facilities.—After a full 
discussion of proposals by the Committee on Negro Medical 
Facilities, the Executive Council voted to favor participation 
in all activities of the Texas Medical Association annual 
session by all members of the Association. 

Mrs. Joseph H. McCracken, Jr., of Dallas, President of 
the Woman’s Auxiliary to the Texas Medical Association, 
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was presented to the Executive Council and pledged anew 
the cooperation of the Auxiliary. 

A plaque designating him as general practitioner of the 
year was given to Dr. Robert W. Holton of Terrell, who 
was elected to that honor by the House of Delegates in 
April. 

Dr. J. Layton Cochran of San Antonio, President of the 
Association, announced that the next meeting of the Execu- 
tive Council will be January 22, with the preceding day 
again set aside for committee meetings and conferences. 


COUNTY SOCIETIES 


Cameron-Willacy Counties Society 


June 20, 1955 
(Reported by Howard E. Tewell, Jr., Secretary) 
Early Treatment of Cranio-Cerebral Head Injuries—James Greenwood, 

Jr., Houston. 

At the June 20 meeting of the Cameron-Willacy Coun- 
ties Medical Society in Brownsville, the above scientific pro- 
gram was presented and a report on the annual session of 
the Texas Medical Association was heard. 


Dallas County Society 


June 14, 1955 
(Reported by Glenn D. Carlson, Secretary ) 
Chemotherapy of Cancer; Its Present Status—Clifton D. Howe, Hous- 
ton. 

Members of the Dallas County Medical Society met on 
June 14 as guests of the Methodist Hospital staff. Dr. Howe, 
of the M. D. Anderson Hospital and Tumor Institute, pre- 
sented the above scientific talk. 

The Dallas County society voted unanimously to strike 
the word “white” as a qualification for membership from 
its constitution. Nine new members were elected. It was 
reported that $2,071 had been contributed by members of 
the society to the American Medical Education Foundation. 


El Paso County Society 
July 12, 1955 


Functions and Policies of M. D. Anderson Hospital and Tumor Insti- 
tute—R. Lee Clark, Jr., Houston. 


Clinical - Pathologic Studies of Thyroid Cancer—William O. Russell, 
Houston. 
At the July 12 meeting of the El Paso County Medical 
Society, the above program was presented. 





Jasper-Newton Counties Society 
June 15, 1955 
Mr. Philip R. Overton, general counsel for the Texas 
Medical Association, and Mr. J. Stuart Page, field director 
of the Association, both of Austin, were guest speakers at 
the June 15 meeting of the Jasper-Newton Counties Med- 
ical Society in Jasper. 
Medina-Uvalde-Maverick-Val Verde-Edwards-Real-Kinney- 
Terrell-Zavala Counties Society 
June 10, 1955 


Varicose Veins—John Wemm, San Antonio. 
Kidney Diseases—John Case, San Antonio. 
Disorder of Peripheral Circulations—William J. Block, San Antonio. 


Members of the Medina-Uvalde-Maverick-Val Verde-Ed- 
wards-Real-Kinney-Terrell-Zavala Counties Medical Society 
met on June 10 in Del Rio and heard the above outlined 
scientific program. 

Nueces County Society 
June 14, 1955 
Mental Diagnosis of Children—Donald P. Morris, Dallas. 
Donald P. Morris, past president of the Texas Neuro- 





psychiatric Association, presented the above program at the 
June 14 meeting in Corpus Christi of the Nueces County 
Medical Society. He emphasized that treatment of childhood 
illnesses can best be handled after mental fears toward the 
medical profession are wiped out by psychiatrists. 


Tarrant County Society 
June 7, 1955 


(Reported by S. W. Wilson, Secretary) 

Panel Discussion: Practical Aspects of Clinical Anesthesia—Andrew 
N. Heinrichs, Allen A. Gentling, and Cyrus L. Worrall, Fort Worth. 
Three new members were elected to the Tarrant County 

Medical Society at its Fort Worth meeting on June 7. An 

amendment to the by-laws of the society which would have 

provided for probationary membership was voted down 40 

to 9. The scientific program was presented as above. 


Tom Green-Eight County Society 
May 28, 1955 


The third annual Clinical Conference sponsored by the 
Tom Green-Eight County Medica: Society was held in San 
Angelo on May 28. Dr. Robert A. Morse, chairman of the 
committee on arrangements, served as moderator during the 
morning session, and Sam H. Gainer, San Angelo, mod- 
erated the afternoon session. The third member of the com- 
mittee was T. Gabe Coleman. 

Guest speakers were staff members of the Baylor Uni- 
versity College of Medicine, Houston, and included James 
A. Greene, chairman of the Department of Medicine; Rob- 
ert A. Hettig, medicine; Dan C. McNamara, pediatrics; and 
Stanley Crawford, surgery. 

A cocktail party and buffet supper concluded the day's 
conference. 


DISTRICT SOCIETIES 


Twelfth District Society 


July 12, 1955 
(Reported by J. H. Johnson, Secretary ) 





Nonsurgical Acute Abdominal Pain—John J. Christian, Temple. 

Care of Acute Head Injuries—H. J. McAlhaney. 

Classification and Differential Diagnosis of Anemias—William N. 
Powell, Temple. 

Diagnosis and Management of Ear Infections—D. E. Martinez. 

Common Eye Disorders as Seen by General Practitioner—E. R. Veirs, 
Temple. 

Skin Cancers, Before and After Treatment—James D. Wilson, Temple. 

Herpes Lesion Treated with Meticorten—Dean Nichols, Temple. 

Care of Injured Hand—R. A. Murray, Temple. 


The semiannual meeting of the Twelfth District Medical 
Society was held in Temple on July 12 and was attended 
by approximately 100 doctors, their wives, and guests. 
Coffee was served during registration, after which the above 
scientific program was presented. At a short business ses- 
sion prior to the luncheon, Ira D. Ellis, Troy, was recog- 
nized as the outstanding general practitioner. Dr. Ellis was 
a charter member of the Twelfth District Society when it 
was organized 50 years ago. 

J. Layton Cochran of San Antonio, President of the Texas 
Medical Association, was guest speaker at the luncheon. 

Officers of the society are Howard O. Smith, Marlin, 
councilor; Van D. Goodall, Clifton, president; R. Henry 
Harrison, Bryan, president-elect; and Joel H. Johnson, Tem- 
ple, secretary-treasurer. 


The next meeting will be held in Bryan on January 10, 
1956. 
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EXECUTIVE BOARD MEETING 


Dr. Milford O. Rouse, President-Elect of the Texas Med- 
ical Association, and Mrs. Rouse will be special guests of 
the Woman’s Auxiliary at the annual fall Executive Board 
meeting and School of Instruction to be held September 29- 
30 in Dallas. Mr. C. Lincoln Williston, Executive Secretary 
of the State Association, will be a guest speaker. Chairman 
of the School of Instruction is Mrs. John D. Gleckler, Deni- 
son, and Mrs. Emmett Essin, Jr., Sherman, is co-chairman. 


Who Knows? 


Once upon a time, I knew I could do anything. When, 
one summer, we dug a cave in the back yard, my friends 
and I knew we'd come to China if we just kept digging. 
Our faith held little consolation for mother, who viewed 
the project with mounting alarm as the dirt piled up beside 
the zinnia bed. At the end of summer we hadn't reached 
China, but nobody cared. We could point with pride to 
the biggest hole in the neighborhood. It was beautiful be- 
cause we dug it ourselves. 


After 20 or 30 years, our perspective has changed a little, 
and along the way we've learned sadly that there are some 
things we can’t do. But I hold doggedly to the adage, “You 
don’t know what you can do until you try.” Nobody has 
ever come up with an instrument designed to calculate the 
projection of a positive idea. That is what our public rela- 
tions program is—a positive idea. It seeks to help, to guide, 
and to educate in an effort toward a better life for all. The 
medical profession in its role of service to mankind has a 
greater public relations potential than any other business 
or profession. Because we know that our doctors have al- 
ways served in the best interest of the nation, and have 
earned for themselves an unsurpassed record of achieve- 
ment, it shall be the purpose of our Committee on Public 
Relations to assist the medical profession toward realizing 
its public relations potential by engaging in a positive and 
aggressive educational program. 

To county society presidents and county public relations 
chairmen, Miss Hazel Casler, Executive Secretary of the 
Woman's Auxiliary to the Texas Medical Association, is 
mailing a public relations brochure which we think will be 
useful in auxiliary work and in other civic and social en- 
deavors as well. We believe there is value in it for every 
auxiliary regardless of size. Texas Medical Association head- 
quarters in Austin has literature and films on nurse recruit- 
ment, civil defense, and various medical subjects, which are 
available to auxiliaries upon request. This material may be 
utilized effectively in county fair booths as well as for reg- 
ular auxiliary meetings. Because it is timely and of benefit 
to the public, we must make every effort to pass it along 
to the people in our communities. 


In a survey of last year’s annual reports, Miss Casler 
found that each auxiliary which used an exhibjt at a county 
fair considered this to be one of its outstanding public rela- 
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tions efforts of the year. The county fair is doubtlessly the 
best place for many of us to launch an educational pro- 
gram. We need to make full use of this medium, but must 
always remember that public relations is not just a booth 
at the fair, it is a 24 hour, day and night proposition in- 
cluding Sundays. 

This we all should know: our newspapers and television 
and radio stations have a part of their space and time which 
they allow to be used free of charge as a public service. 
They are not obligated to any agency or group and deserve 
our appreciation for this fine civic work. They have always 
proved gracious and helpful when auxiliaries have requested 
publicity or programs in the public interest. Since nearly 
every project we initiate is in the interest of our communi- 
ties, yours and mine, let's use these valuable services when- 
ever we can, and who knows? Maybe we'll reach China 
after all. 

—Mks. HOWARD DUDGEON, Waco, Chairman, 
Committee on Public Relations. 


COUNTY AUXILIARIES 





The Navarro County Auxiliary met on July 8 at the 
home of Mrs. Will Miller, Corsicana. Mrs. William Regan, 
legislative chairman, gave a comprehensive report of na- 
tional legislation with special emphasis on the doctor draft 
bill and the provisions for the self-employed to deduct 
from income taxes money spent for retirement plans. Mrs. 
L. R. Campbell was appointed to serve as a representative 
to the newly formed Corsicana Swimming Pool Corporation. 

The Top o’ Texas Auxiliary met early in June, and the 
following new officers were installed: Mrs. Claunch G. 
Brindley, Borger, president; Mrs. Joe Gates, Pampa, first 
vice-president; Mrs. Mahlon Ingham, Borger, second vice- 
president; Mrs. H. F. Fabian, Pampa, third vice-president; 
Mrs. D. B. Pearson, Jr., Perryton, fourth vice-president; 
Mrs. H. R. Hamra, Borger, secretary; and Mrs. Joe Donald- 
son, Pampa, treasurer. 

Members of the Kerr-Kendall-Gillespie-Bandera Counties 
Auxiliary entertained with their annual Doctor's Day picnic 
June 4 in the home and gardens of Dr. and Mrs. Hugh A. 
Drane, Jr., Kerrville. There were 38 guests. 

The Johnson County Auxiliary entertained doctors and 
dentists of the county with a picnic dinner at the home of 
Dr. and Mrs. O. T. Smyth, Jr., Cleburne, early in July. The 
Harris County Auxiliary entertained the wives of doctors 
visiting in Houston for the meeting of the Postgraduate 
Medical Assembly of South Texas on July 18. 

The Dallas County Auxiliary has announced a philan- 
thropic program for 1955-1956 aimed at benefiting four 
Dallas clinics and schools. 


DISTRICT AUXILIARIES 


Fifth and Sixth Districts Auxiliary 

The Fifth and Sixth Districts Auxiliary met July 7-9 in 
Corpus Christi in conjunction with the annual meeting of 
the Fifth and Sixth Districts Medical Society. At the home 
of Dr. and Mrs. Paul M. Gray, a coffee was held in honor 
of Mrs. Joseph H. McCracken, Jr., Dallas, President of the 
State Auxiliary. Also included in the weekend of activities 
were a luncheon and style show, at which a number of 
auxiliary members served as models. 




















P. HUNT 


Dr. Preston Hunt, President of the Texas Medical Asso- 
ciation in 1940, died in a hospital in Pampa, Texas, on 
July 10, 1955. Dr. Hunt was formerly a resident of Tex- 
atkana, but had been living in McLean with his brother 
since 1951. 


Dr. Hunt, son of J. I. and Sarah J. Hunt, was born on 
February 5, 1866, in Tupelo, Miss. He received his early 
education in the county schools there, and when he was 21, 
he left home and became a railroad laborer, thus financing 
his high school education. In 1890, he moved to Texar- 
kana, where he worked several years in the railway news 
business. He completed his first two years of medical school 
at the Hospital College of Physicians and Surgeons, Louis- 
ville, Ky., and the Medical Department of the University of 





































































Dr. PRESTON HUNT 


the South, Sewanee, Tenn. Dr. Hunt received his medical 
degree from the College of Physicians and Surgeons, At- 
lanta, Ga., in 1901. He also studied in Europe. Returning 
to Texarkana to begin his medical practice, Dr. Hunt be- 
came associated with the Texarkana Hospital, in which he 
bought a major interest and was a director and treasurer 
throughout most of his years in active practice. Upon his 
retirement, he gave his stock in the hospital to the public, 
specifying that the institution should be administered in 
trust by a board of physicians. 

He was a president and secretary of both the Bowie 
(Texas) and Miller (Ark.) County Medical Societies at 
the time when dual membership in adjoining states was 
permissible, and was a past president of the Fifteenth Dis- 
trict Medical Society and Councilor of that district. He 
served six yéars as a delegate from his county society to the 
State Association. Dr. Hunt was a member of the Ameri- 
can Medical Association and a fellow of the American Col- 
lege of Surgeons. During World War I, he was a medical 





An obituary ordinarily will not be published more than four months 
after date .of death. Cooperation’in reporting deaths of physicians and 
in furnishing appropriate biographical material promptly 4s solicited. 
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examiner and a member of the Medical Section of the Coun- 
cil on National Defense. 

Dr. Hunt was a Knight Templar and a thirty-second de- 
gree Mason. He was a member and past president of the 
Texarkana Lions Club and a member of the Baptist Church, 
in which he was a deacon for more than 40 years. He was 
a member of the executive board of the Tex-Ark Boy Scout 
Council for ten years, chairman of the Scout health and 
safety committee for five years, chairman of the annual 
council meeting in 1936, a member of the Texarkana Dis- 
trict Scout Committee, and a member of the district board 
of directors for the Texarkana Boy Scout organization. In 
1936, he donated 200 acres of land for the establishment 
of Camp Preston Hunt, a Scout camp near Texarkana, and 
made numerous improvements on the campsite. 

Dr. Hunt was married to Miss Hattie Hutton on January 
1, 1914, in Ballinger. They had no children, and Mrs. 
Hunt died in 1935 while serving as President of the Wom- 
an’s Auxiliary to the Texas Medical Association. 

Survivors include two brothers, the Rev. Claude E. Hunt, 
McLean, and Grover Hunt, Wellington, and one sister, Mrs. 
Sally Filgo, Verona, Miss. 


G. GRAHAM 


Dr. Gideon Graham, physician in Newton, Texas, for 28 
years, died in a Jasper hospital on June 23, 1955, of cancer. 

Dr. Graham was born on April 5, 1884, in Osage. He 
was the son of Jessie Abner and Melvina Allen Graham. 
After attending Tyler Commercial College, Tyler, Dr. Gra- 
ham entered the Memphis (Tenn.) Hospital Medical Col- 
lege, from which he was graduated in 1906. He practiced 
briefly at Gonzales, Osage, Doucette, and Trent, ‘part of the 
time as a lumber company doctor, before beginning his 
practice in Newton in general practice. He was a past pres- 
ident of the Jasper-Newton Counties Medical Society, hav- 
ing served in 1943, 1944, and 1945. He was elected to 
honorary membership in the Texas Medical Association in 
1955, after having been a member throughout most of his 
professional career, and also was a member of the American 
Medical Association. During World War I, he was a cap- 
tain in the Army Medical Corps and served in Louisville, 
Ky., and Del Rio. 

He was a member of the Baptist Church, the Lions Club, 
and the Masonic Order. 

On March 30, 1926, Dr. Graham and Miss Eunice Woods 
were married. Survivors include Mrs. Graham; two sons, 
Cyril J. Graham, Beaumont, and Willie Mack Graham, 
Hillsboro; four daughters, Mrs. Robert Johnson, Beaumont; 
Mrs. Obie Straughn, Corpus Christi; Mrs. E. P. Hughes, 
Jasper; and Mrs. Guy E. Dority, Jr., El Paso; 16 grandchil- 
dren; five great-grandchildren; a brother, W. A. Graham, 
Gatesville; and a sister, Mrs. R. F. Brown, Osage. 


N. E. GREER 


Dr. Neil E. Greer, Lockney, Texas, died in a Lubbock 
hospital on June 26, 1955, following a cerebral thrombosis 
and eight years of illness. 

Dr. Greer, son of Will and Cindy Greer, was born in 
Prescott, Arkansas, on October 10, 1882, and received his 
preliminary education in De Leon, Texas. He was graduated 
from the Medical Department. of Texas Christian University 
in 1914, and practiced for a short time in DeLeon, Fort 
Worth, and Petersburg, before going to Lockney in 1916. 

Dr. Greer was elected to honorary membership in the 
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Texas Medical Association in 1950, after having been a 
member throughout most of his professional career, most 
recently through the Hale-Floyd-Briscoe Counties Medical 







































Dr. NEIL E. GREER 


Society. He was a past president of the Hale-Floyd-Briscoe- 
Swisher Counties Medical Society, and was a member of 
the American Medical Association. He was a Methodist, a 
Mason, and a Rotarian. During World War II, he served 
on the local committee on procurement and assignment of 
physicians. 

On September 3, 1906, Miss Oma Patterson and Dr. 
Greer were married in De Leon. Mrs. Greer survives, as do 
two sons, Dr. Wayne Greer, Lockney, and Mr. Doyle Greer, 
Lubbock; and four grandchildren. 


D. H. HUDGINS 


Dr. David Houston Hudgins, Forney, Texas, physician 
for 54 years, died at his home on June 25, 1955, of a 
cerebral vascular accident. 

Son of Anderson Pierce and Eliza Skelton Hudgins, he 
was born in Scottsboro, Ala., on March 2, 1868, and came 
to Texas with his parents in 1880. The family settled in 
Grapevine, where Dr. Hudgins finished his preliminary edu- 
cation. He was graduated from the old Memphis (Tenn.) 
Medical College in 1894 and interned at a state hospital in 
Little Rock, Ark. Following his internship, Dr. Hudgins 
practiced six years in Crandall, Texas, and moved in 1901 
to Forney, where he practiced until his retirement in 1949. 

Having been a member of the Texas Medical Association 
since 1904 through the Kaufman County Medical Society, 
Dr. Hudgins was elected to honorary membership in 1951. 
He had served for 17 years as secretary of his county so- 
ciety, was its delegate for 20 years, and was president three 
times. He was vice-president of the Texas Medical Associa- 
tion in 1928, was a past president of the North Texas Med- 
ical Society, a member of the American Medical Association, 
and a charter member of the Fifty Year Club. He kept. up 
with advances in medicine by taking postgraduate courses 
every five years until he was 60 years old, and had studied 
in New Orleans, Philadelphia, and New York City. 

Dr. Hudgins was a member of the Christian Church, the 
Lions Club, and was for many years a member of the Forney 
Independent School’s board of directors. He was a member 
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of the medical advisory board in the selective service system 
during World War II, and received a medal for his services. 

Dr. Hudgins was married to Miss Nannie Elizabeth An- 
thony on November 15, 1896, in Crandall. They had two 
children, and Mrs. Hudgins died in 1909. Miss Mary Alice 
Pinson became Dr. Hudgins’ second wife on April 2, 1913, 
in Forney. She survives'as do a daughter, Miss Inez A. 
Hudgins, Ridgewood, N. J.; a son, Jack W. Hudgins, Dal- 
las; one brother, Dr. Benjamin E. Hudgins, Dallas; two 
grandchildren; and one great-grandchild. 





G. T. BLACKWELL 


Dr. George Thomas Blackwell, Gorman, Texas, died at 
his home on June 13, 1955, of coronary thrombosis. 

Dr. Blackwell was born in Eastland County on January 
19, 1882, and received his medical education at the College 
of Medicine and Surgery, Chicago. After practicing four 
years in Romney, he moved in 1919 to Gorman where he 
practiced until the time of his death. With his brother, he 














































Dr. GEORGE T. BLACKWELL 


founded the Blackwell Hospital in Gorman. He was a 
member of the Texas and American Medical Associations 
through the Eastland-Callahan-Stephens-Shackelford-Throck- 
morton Counties Medical Society. 

He was a member of the Baptist Church, served as mayor 
of Gorman for 18 years, and was for many years a mem- 
ber of the school board. He also was a member of the 
Domino Club. 

Survivors include his wife, the former Miss Frankie Brog- 
don of Ramney; a daughter, Mrs. D. V. Rodgers, Gorman; 
two brothers, Almus Blackwell, D.D.S., Stamford; and Al- 
bert Blackwell, Lubbock; and four grandchildren. 


N. WATSON 


Dr. Nowlin Watson, Clarksville, Texas, physician for 54 
years, died in a local hospital on June 8, 1955, of hyper- 
tensive heart disease. 

He was born in Clarksville, in 1878, and was the son of 
John and Myra Nowlin Watson. After attending public 
schools in Clarksville, he entered the Kentucky School of 
Medicine, Louisville. When the Spanish-American War 
broke out, Dr. Watson left his class to join the army, and 
was assigned to a hospital unit in Jacksonville, Fla. He 
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later was ordered to Savannah, Ga., and received his dis- 
charge there. He returned to his medical studies, and was 
gtaduated in 1901. With the exception of five years spent 
in Fort Worth, Dr. Watson practiced in Clarksville from 
the time of his graduation until the time of his death. 

He was a member of the Texas and American Medical 
Associations through the Red River County Medical Society, 
of which he was president in 1947 and 1948, and was city 
health officer of Clarksville for 41 years. In this capacity, 
he pioneered in combating malaria, and through his efforts, 
Clarksville became known as “the mosquito-free city.” In 
recognition of his work, the citizens of his town honored 
him with a banquet, and the Texas Public Health Associa- 
tion presented him a certificate of merit and an honorary 
membership in that organization. 

He was a thirty-second degree Mason and a member of 
the Shrine, having been in the Masonic Order for 53 years. 
He was a past president and charter member of the Clarks- 
ville chapter of Rotary International, and had a 30 year 
record for perfect attendance. 

Dr. Watson served on the Exemption Board during World 
War I, and received the Selective Service System Medal for 
his service during World War II. 

In 1914, Dr. Watson was married to Mrs. Emma Kneis- 
ley Hocker, who died in 1945. An adopted son, Sam K. 
Hocker, survives, as does a sister, Mrs. F. B. Mason. Both 
are of Clarksville. 


F. N. SMITH 
Dr. French Nestor Smith died at his home in Harlingen, 
Texas, on July 10, 1955, of cancer. 
Dr. Smith was born on April 15, 1891, in Red Creek, 
W. Va., and was the son of Mr. and Mrs. Isaac Smith. He 
attended the University of West Virginia and the West Vir- 
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ginia Wesleyan College before beginning his medical edu- 
cation at the Eclectic Medical College, Cincinnati, from 
which he was graduated in 1921. He later did post-graduate 
work at Tulane University, New Orleans. Dr. Smith prac- 
ticed briefly in Dalton, Ohio, before going to Canton, where 
he practiced for nine years. He then moved to Harlingen, 
where he had practiced for 25 years. 

He was a member of the Texas Medical Association, the 
American Medical Association, and the Cameron-Willacy 





Counties Medical Society. Dr. Smith was a member of the 
Methodist Church, and was a past master of the Masonic 
Lodge, a past patron of the Order of the Eastern Star, and 
a member of the Knights Templar. 

While still a medical student, Dr. Smith joined the Army 
and served from 1917 until 1919. 

On January 1, 1917, he was married to Miss Martha 
Matheney in Oakland, Md. He is survived by his wife, 
two sons, Robert Fenton Smith, D.D.S., Corpus Christi, and 
French Nestor Smith, Jr., Harlingen; one daughter, Mrs. K. B. 
Slavin, Hillsboro; three sisters, Mrs. R. C. Teter, Mrs. Mar- 
garet Judy, and Mrs. Jennie Johnson, all of Parsons, W. Va.; 
and two brothers, Daniel Smith, Parsons, W. Va., and P. C. 
Smith, Canton, Ohio. 


Cc. D. GIPSON 


Dr. Carie D. Gipson, Three Rivers, Texas, died in a local 
hospital on July 27, 1955, of coronary thrombosis and 
diabetes. 

He was born on November 22, 1897, in Braxton, Miss., 
and was the son of Dr. and Mrs. W. M. Gipson. He at- 
tended Southwest Texas Normal College at San Marcos and 
the University of Texas, and received his medical education 





























Dr. CARIE D. GIPSON 


at Baylor University College of Medicine, from which he 
was graduated in 1927. He interned in St. Paul’s Hospital, 
Dallas. Dr. Gipson practiced 11 years in Pecos before mov- 
ing in 1938 to Three Rivers. 

Dr. Gipson was a member of the Texas and American 
Medical Associations through the Bee-Live Oak-McMullen 
Counties Medical Society, of which he was president in 
1947. He also was a member of Phi Beta Pi medical fra- 
ternity, the Lions Club, the American Legion, the Chamber 
of Commerce, the Masonic Lodge and Shrine, and the Bap- 
tist Church. 

He was a first lieutenant in the Reserve Corps of the 
United States Army. 

Miss Clara Norvell and Dr. Gipson were married on 
June 15, 1929, in Carlsbad, N. Mex. Survivors include 
Mrs. Gipson; a son, C. D. Gipson, Jr., San Diego, Calif.; 
a daughter, Mrs. Harrell Banks, San Antonio; his mother, 
Mrs. John Edmondson, Edwards, Miss.; one. brother, Dr. J. 
F, Gipson, Port Isabel; two sisters, Mrs. Bryan Boyd, Three 
Rivers, and Mrs. J. Beasley, Crystal City; and one grandson. 
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